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PERSONAL STUDY PROGRAMME (PSP)
Name: Akiko Murakami
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Registration Number: 3101878
1. OVERALL AIMS AND OBJECTIVES
To attain greater professional competence, by both enhancing the skills and knowledge base in 
clinical psychology, in order to enhance the contribution of clinical psychology to health care.
2. ACADEMIC
2.1 Aims
2.2 Objectives
2.3 Rationale
To enhance academic competence in three chosen specialist areas of 
clinical psychology, which would also be relevant to my current line of 
work in the Substance Abuse service, so as to develop the specialist 
knowledge and skills offered by the service.
To complete three critical academic reviews, one for each of the 
specialist areas.
Based on these reviews, give presentations at academic meetings within 
the service and within psychology as a means of disseminating 
knowledge.
There is a general lack of knowledge regarding the psychology of 
substance use within the Unit, and hence areas in which these knowledge 
are lacking were chosen for the academic input.
First of all, many substance users complain of poor memory, and yet the 
effects of various drugs on the nervous system, especially in terms of 
long-term neuropsychological damage is little understood. It is hoped 
that better knowledge of this would lead to better neuropsychological 
assessments and thus to treatment plan.
Secondly, many substance users are diagnosed to have personality 
disorders, in particular, borderline personality. However this does not 
lead to any greater understanding of their abuse of drugs, nor to any 
specific treatment plan. Hence by gaining a better understanding of the 
relationship between personality disorder and substance abuse, a more 
appropriate treatment plan may follow.
Thirdly, health i.e. ill health plays a major part in substance abuse and 
yet this does not always seem to be a factor leading to their stopping use. 
By gaining a better understanding of their health beliefs, better 
intervention may follow in terms of increasing their awareness of health 
risks, etc.
2.4 Plan
3 Projects (3000 words each) in chosen topic:
1) Neuropsychology of Substance Abuse:
“Cognitive deficits associated with substance abuse”
2) Forensic/Substance Abuse:
“Personality disorders and their relationship to substance abuse”
3) Health Psychology/Substance Abuse:
“Health belief model of drug users and its treatment implications”
3. CLINICAL 
3.1 Aims
3.2 Objectives
3.3 Rationale
To increase personal professional competence, both in terms of general 
skills in psychological assessment and intervention and in more specific 
skills required in a specialist field, and to develop services offered by 
psychology.
To present a dossier on clinical activity that will make evident increased 
personal clinical competence and to satisfy the BPS requirements for 
Charter registration.
The field of substance abuse is generally seen as a highly specialised 
field in psychology, thus by engaging in supervised work at both the 
tertiary level i.e. substance abuse and at the primary level of service 
i.e. primary care will allow for a wide range of experience to be gained 
in terms of the client group, types of problems, length of intervention, 
nature of intervention, etc.
3.4 Plan
Full-time clinical work at Pathfinders Mental Health Unit, Wandsworth, Merton & 
Sutton District to satisfy BPS Charter requirements.
Total of 10 sessions per week: 6 session - Substance Abuse services 
(Regional In-patient Drug Treatment Unit) 
2 sessions - Research (Substance Abuse)
2 sessions - Primary Care (G.P. surgery)
4. RESEARCH
4.1 Aims
4.2 Objectives
4.3 Rationale
To increase personal research competence by exploring new statistical 
methods and to increase the knowledge available to the specialist service 
which would have treatment implications.
To develop a research dossier, including the MSc dissertation and a 
journal publication article, which will make evident both increased 
research competence and present contribution to knowledge.
The psychological effects is little emphasised in the assessment of opiate 
withdrawal relative to the physical effects, and yet the former appears to 
play a larger part in determining treatment outcome. Opiate withdrawal 
also has serious implications for the reliability of confessions obtained 
from opiate users in a legal setting. Thus by better understanding the 
psychological effects of opiate withdrawal, it is hoped that better 
management of opiate withdrawal would follow both in legal and 
therapeutic settings.
4.4 Plan
Topic:
Title:
Substance Abuse
“The role of opiate withdrawal symptoms and personality factors in predicting 
methadone detoxification treatment outcome”
Universitv Supervisor: Robert Fdelmann 
Field Supervisor: Paul F Davis
Place: At In-patient Drug Dependency Unit, Springfield Hospital, London*
(Pathfinders Mental Health Unit, Wandsworth, Merton & Sutton District)
* Fthical Committee approval already received (see Research Proposal for details).
.5. PORTFOLIO OUTLINE
1) Personal Study Programme (PSP)
2) Academic Work : a) Neuropsychology of Substance Abuse 
"Cognitive deficits associated with substance use"
b) Forensic/Substance Abuse
"Personality disorders and their relationship to substance 
abuse"
y ■
c) Health Psychology/Substance Abuse
"Health belief model of drug users and its treatment 
implications"
3) Clinical Dossier: a) BPS Royal Charter certificate
b) Sample of Reports and Letters in Substance Abuse and 
Primary Care services
4) Research Dossier: a) MSc dissertation.
b) PsychD dissertation
c) ' Article submitted for journal publication
ADDENDUM
Date of Re-registration: April 1995
Suspension Period: October 1995 - March 1996
Having taken nearly one year off the PsychD course due to traumatic circumstances, and 
having been granted two terms of suspension from the Registry of the University of Surrey, an 
update of the Personal Study Programme seemed appropriate.
During the suspension period, the author had changed her area of speciality in clinical work. 
The new clinical work involved part-time work at Pathfinders Mental Health NHS Trust:-
6 sessions - Community Adult Mental Health Service 
at West Wimbledon CMHT,
Nelson Hospital, Wimbledon, London SWl9
As the work no longer directly involved working with substance abusers, the Academic 
component of the PSP was also updated to better reflect the types of problems seen in Adult 
Mental Health services and which would also be relevant to Substance Abuse Services. Thus 
the new plan is as below:-
2.4 Plan
3 Projects (3000 words each) in chosen topic:
1) Adult Mental Health/Substance Abuse:
“History of child sexual abuse in substance abusers: implications for 
treatment”
2) Forensic/Substance Abuse:
“Relationship between personality disorders and substance use disorders”
3) Adult Mental Health:
“Post-traumatic stress disorder: Current research understandings and treatment
methods”
The rest of the PSP plan remain unaltered.
Signed    Participant
Signed..................................      Course Director
ACADEMIC WORK
LITERATURE REVIEWS
LITERATURE REVIEW I;
History of Child Sexual Abuse in Substance Abusers: 
Implications for Treatment
It has become commonly recognised that a large proportion of the seriously troubled clients 
seen in any clinical setting have a history of a childhood trauma (Evans & Sullivan, 1995). 
The prevalence of history of child sexual abuse (CSA) seems to be particularly high in the 
substance abusing population (e.g. Teets, 1990; Young, 1990), and some even suggest CSA 
to be an etiological factor in women’s substance abuse (Davis, 1990; Benward & Densen- 
Gerber, 1971). Despite this recognition, many drug treatment programmes still fail to take into 
account the possible role of sexual abuse on the client’s current drug use and to specifically 
address these issues in treatment (Reed et al, 1982). It is argued that treatment concentrating 
only on substance abuse and failing to address issues of sexual abuse leads to the likelihood of 
lower rates of success in treatment and a rapid relapse into drug use after treatment 
(Chiavaroli, 1992). Therefore, it is further argued that any treatment model for clients who are 
both survivors of CSA and who are substance abusers must be integrated, and must address 
the synergism of addiction and trauma (Evans & Sullivan, 1995).
Historically speaking, the paucity of research on treatment needs of women with substance 
abuse problems has been a serious impediment to the development of empirically validated 
treatment programmes (Copeland & Hall, 1992). Women continue to be seriously under­
represented as research subjects, resulting from the over-representation of male clients in drug 
treatment services as compared to the prevalence rate in the general population (Vanicelli, 
1984). While the ratio of men to women in intermediate to high-risk groups of drug 
consumption in population surveys is only 2:1 (Risk Factor Prevalence Study Management 
Committee, 1990), estimates of ratio of men to women in treatment range between 3:1 to 10:1 
(e.g. Pederson, 1985; Sokolow et al, 1980). Thus the existing treatment models used with 
females are largely developed by and for men, and little consideration has been paid to any 
psychological and physiological differences between men and women, or to the socio-political 
context of women’s lives. For example, studies that have compared gender differences have 
found females had higher rates of sexual abuse than males (Rohsenow et al, 1988), had more 
psychiatric symptoms (Davis & Morse, 1987), reported more depression and anxiety (Beck et 
al, 1984), had lower self-esteem (Beckman, 1978), and was slower to recover from depressive
symptoms than men (Griffin et al, 1989). This failure to identify and address potential 
treatment concerns for females may be one of the main reasons for the ongoing failure of 
traditional drug services to attract women into treatment.
It is now more commonly recognised that the extent of sexual abuse among female substance 
abusers has been underestimated due to victims infrequently disclosing their abuse experiences 
(Rohsenow et al, 1988). Men are said to be even more reluctant to disclose (O’Hare & 
Taylor, 1983) due to the tendency of society to blame the victims, and perhaps due to the 
additional fear of being seen as homosexual. However it is commonly accepted that there is a 
higher rate of sexual victimisation in females than in males (Finkelhor, 1979). Thus most of the 
studies on the prevalence of CSA history in substance abusers have concentrated on females. 
Many studies of women in treatment for a variety of substance abuse disorders have indicated 
that histories of CSA are in deed common (Root, 1989). Studies yield estimates of between 
30% and 75% of women in treatment for substance abuse having been such victims, whether 
the sample is that of women abusing alcohol (e.g. Rohsenow et al, 1988) or drugs (e.g. Ryan 
& Popour, 1983). Many women in treatment for substance abuse disorders have multiple 
problems, including symptomatology suggestive of such sequelae of sexual abuse as 
depression, anxiety, anger, dissociative experiences, relationship difficulties, and general 
mistrust of other people, particularly of men (Root, 1989).
The sequelae of CSA experiences appear wide-ranging and long-lasting. In many women with 
histories of sexual assault, both the sequelae traditionally associated with the assault and 
substance abuse can be understood in the context of a posttraumatic stress response (Root, 
1989). Several studies indicate that a full posttraumatic stress disorder (PTSD) syndrome, 
meeting the criteria of the DSMIII-R (APA, 1987) follow CSA experiences in a significant 
number of cases (e.g. Burgess, 1985), and furthermore, that the syndrome may persist or recur 
episodically for decades. The symptomatology includes intrusive recollections of the trauma 
(images, thoughts, feelings, dreams); attempts to avoid or numb these intrusions, and 
heightened arousal that may be demonstrated by hypervigilance, anxiety, sleep disturbance, or 
irritability (DSMIV: APA, 1994). Burnam et al (1988) indicate that depression, anxiety, anger.
interpersonal problems, and physical complaints may persist long after resolution of issues 
around the trauma. Substance abuse is indicated as one of the most frequently observed 
correlates of sexual abuse as well as low self-esteem, withdrawal, impaired social skills, and 
suicidal ideation (Briere & Runtz, 1987; Gordon, 1986). Furthermore, corollaries of sexual 
abuse seem to increase the individual’s vulnerability and potential for revictimisation through 
repetition compulsion behaviours (Chiavaroli, 1992).
At this point it is also important to note that histories of CSA do not inevitably lead to poor 
mental health outcomes, including substance abuse as adults (Mullen et al, 1993). Some have 
in deed shown healthy adaptation as adults. It appears that those with worst adult outcomes 
are likely to have had histories of early, frequently violent, and long-lasting sexual abuse at the 
hands of primary care takers (Herman et al, 1986). And the longer and more frequent the 
abuse, the greater the need, it seems, for pathological enhancers such as alcohol and drugs 
(Kaplan, 1980). It is also important to note that it may often be difficult to disentangle effects 
of abuse itself from the influence of the disturbed family environment in which the abuse 
occurs. For example. Hurley (1991) found that female substance abusers frequently report 
family histories of substance abuse. It is likely that family substance abuse acts as one direct 
antecedent to female’s initiation to substance abuse, as well as to the occurrence of sexual 
abuse. Parental substance abuse may set the stage for a form of parenting characterised by 
inattentiveness and lack of parental protection. Muldoon (1979) reports that victims of CSA 
frequently come from dysfunctional families characterised by inadequate nurturing and 
ineffective parenting. This parenting style may lead to psychological isolation of the child, 
making the girl more vulnerable to being victimised by males in her environment, as well as 
making it more unlikely for her to confide if abusive experience does occur (Miller et al, 1987). 
The fact that parental substance abuse, parental violence, and sexual abuse often coexist in 
these dysfimctional families may preclude attribution of differences between CSA victims and 
non-victims to the sexual experience itself. However the little evidence that does exist seem to 
point to the exclusive effect of CSA when compared to other forms of parental abuse and 
neglect on later substance abuse (National Center on Child Abuse & Neglect, 1978).
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The literature suggests many reasons why people abuse substance. However the role of CSA 
history appears to be most influential, particularly amongst female substance abusers (Dembo 
et al, 1988). Substance use in these individuals can be seen as a means of self-medication to 
modulate later effects of abuse, such as lowered self-esteem, depression and anxiety (Berstein 
et al, 1989). The “tension reduction hypothesis” proposes that people consume drugs in order 
to reduce tension, which in its broader conceptualisation has referred to various dysphoric 
emotional states (Rohsenow et al, 1988). It is known that there is a non-random relationship 
between drugs of abuse and psychiatric diagnosis (McLellan & Druley, 1977). Significant 
association has also been found between drug choice and histories of CSA in adolescent girls 
(Harrison et al, 1989). Victims typically describe alternating feelings of numbness and 
hypervigilance, and these feeling states provide consistent motivation for the sought afi;er 
effects of both “uppers” i.e. stimulants and “downers” i.e. depressants. The “power theory of 
alcohol abuse” postulates that alcohol increases the feelings of power or at least fantasies about 
power (McClelland et al, 1972). Feelings of powerlessness, low self-esteem, and loss of 
control are common effects of sexual victimisation, and hence drugs may increase these 
individuals’ sense of power (Cavaiola & Schiff, 1989). Substance abuse, in this sense, may be 
seen as a method of coping, maladaptive as it may be, for those who do not have a repertoire 
of positive skills for coping with the negative affect, images, and cognitions accompanying 
unresolved sexual trauma. Because of these negative reinforcement contingencies (avoidance 
of negative internal states and negative memories), substance abuse behaviour is actively 
maintained (Root, 1989). Thus attempts at detoxification often bring on an exacerbation of 
symptoms and are likely to result in relapse if the underlying issue of CSA is not resolved.
It is argued that CSA issues should form an integral part of drug treatment programmes if 
treatment is to be effective and long-lasting. Despite the evidence of high prevalence of CSA 
histories among substance abusers, drug treatment programmes do not typically investigate 
CSA history in their patients (Chiavaroli, 1992). The first step therefore, in treating addicted 
survivors of sexual abuse should lie in the identification of such history in individuals i.e. CSA 
history should be part of the comprehensive intake assessment. Given that many victims fail to
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disclose their CSA history voluntarily (Winick et al, 1992), it may be commonly missed if not 
assessed directly in every patient. Typically the rate of voluntary disclosure of CSA 
experiences seem to be between 2% and 10% (Herman & Hirschman, 1981; Rosenfeld, 1979). 
Briere & Zaidis (1989) found that 70% of abused patients could be detected when directly 
asked about a history of abuse compared with 6% rate with indirect questioning. Inquiry is 
most likely to be productive if victimisation is both labelled (e.g. “have you ever been sexually 
molested?”) and described (e.g. “have you ever been touched in a way that made you feel 
uncomfortable or dirty?”) (Root, 1989). The positive identification of sexual abuse is facilitated 
by questions that describe activities constituting various types of sexual abuse (Briere & Runtz, 
1985; Russell, 1986). Although this can act as a useful process of self-discovery, and hence 
motivate the client to seek further long-term treatment, the immediate reaction of the client can 
be an increase in substance abuse, intense rage, suicidal feelings, inability to cope with 
memories and affect related to the trauma, and general decompensation (Root, 1989). This 
would argue for some form of crisis intervention being available to help cope with this 
phenomenon.
Although CSA history may be uncovered, particularly in those who are “revolving-door” 
cases, many drug treatment programmes do not seem to treat specifically the accompanying 
symptomatology of CSA, but instead focusing only on drug cessation. The widely accepted 
“rule” in drug treatment is that substance abuse is the first problem that should be treated in a 
client with multiple problems, based on the assumption that no other problem can be tackled 
while the client is under the influence of addictive substance. However Root (1989) argues 
that the milieu’s prevailing treatment goal of immediate abstinence from drugs before 
addressing the sexual abuse and its aftermath is unrealistic and destined for failure. The rate 
of relapse in treatment programmes for substance abuse is generally high, and many quickly 
return to drugs after leaving treatment programmes (Rohsenow et al, 1988). There are also 
concerns about cross-addiction, in which substance abusers trade one addiction for another. 
Marlatt & Gordon (1985) attribute much of the relapse to substance abuser’s lack of skills in 
dealing with high risk situations and/or with negative emotional states. Women in particular
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report relapses in response to feelings of depression, loneliness, and anxiety (Root, 1989). 
Individuals with unresolved history of sexual abuse are likely to feel affectively much worse, 
and hence subsequent relapse may be quite predictable. It is therefore important for therapists 
to warn the client of expected effects of detoxifying, describe changes needed for her to feel 
better, and to provide hope for feeling better (Root, 1989). It is argued that failure to address 
and treat CSA symptomatology increases the likelihood of these individuals to return to drugs 
for immediate coping, companionship, solace and security in the absence of other alternative 
coping strategies (Root, 1989).
In general, both substance abuse and CSA work indicate long-term therapy (Root, 1989). A 
major part of the problem, however, lies in the history of mutual distrust between therapists 
and drug dependency treatment personnel, and hence the lack of clearcut models for 
integrating the two treatments (Brown, 1985). Historically, drug dependency treatment 
services were influenced heavily by the medical model and thus viewed drug addiction more or 
less in terms of a medical disease entity which required medical treatment. Psychotherapy 
services on the otherhand viewed drug abuse as a symptom of the patient’s underlying 
psychopathology, thereby focusing the treatment on the latter to the exclusion of the former. 
In recent years however, there have been attempts at integrating the two with some initial 
promising outcomes. Chiavaroli (1992) has shown higher rates of drug dependency treatment 
success for those who dealt with their issues of sexual abuse, while higher rates of recidivism 
and lower rates of progress in recovery were shown in those who failed to address these issues. 
Wallen (1992) suggests that CSA issues, in particular, may be difficult to discuss in group 
settings that characterise substance abuse treatment programmes. This may be especially true 
for females, who often find themselves in predominantly male groups. Short-term women’s 
groups or single-sex groups for CSA survivors may therefore be useful in substance abuse 
treatment to assist individuals in identifying or coming to terms with CSA issues.
There is some evidence that female substance abusers are more likely to be attracted to drug 
treatment services when there are provisions of women-only programming or of interventions 
aimed at addressing emotional and family problems (Roman, 1988). Such groups have indeed
13
been used in some substance abuse treatments with some encouraging results (e.g. Winick et 
al, 1992; Bollerud, 1990). For example, Winick et al (1992) report that their weekly 
psychodynamic therapy group for female incest victims in a residential drug therapeutic 
community has led to significantly greater retention and graduation rate for those females 
participating in the group. The group therapy involved such themes as how survivors felt 
about their mothers and significant others, experiences in having tried to tell others about the 
experience, how life-style and interpersonal relationships have been affected, how sexual 
behaviour has been influenced, relationships with and fears for children, marital relationships, 
body image, fear of loss of control, shame, guilt, discomfort with fantasy, and circumstances of 
multiple episode experienced. In this way the group can validate the victim and the affective 
experiences that are often denied by the survivor. Although more research is obviously 
required to determine the comparative efficacies of various treatment approaches, group 
therapy at least, by the nature of sharing, has the effect of reducing isolation and a sense of 
deviance that many survivors find so disturbing, and provide a therapeutic relief after 
disclosure of such a burdensome secret (Cole & Barney, 1987).
Rohsenow et al (1988) on the otherhand recommend individual psychotherapy as an adjunct to 
traditional alcohol/drug treatment for individuals with CSA related PTSD. Ladwig & 
Andersen (1989) suggest a need for a comprehensive treatment programme, in which clients 
are asked during the intake interview to identify their focal concerns, and to develop short­
term and long-term goals related to these concerns. Together, the therapist and client develop 
a goal and a personalised plan of action for client to use in resolving these concerns. The key 
issue is that the treatment should be matched to the substance abuser’s individual needs and 
motivation. The progress of interventions can often be adversely affected by various ongoing 
therapeutic issues (which will be discussed below in more detail). This would argue for 
flexibility in order to be able to accomodate for crises as they arise. Evans & Sullivan (1995) 
have developed a comprehensive five-stage systematic model for dual recovery from substance 
abuse and CSA. This involves the first stage of Crisis Intervention, second stage of Building 
Skills, third stage of Education, fourth stage of Integration, and the final stage of Maintenance.
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These stages are not necessary mutually exclusive, and many clients are said to regress to 
earlier stages as well as to move forward.
The five-stage model discussed above is based on the 12-step Minnesota method (more 
commonly known as the AA model) with the central notion of surrendering oneself to a 
“higher power.” One major problem of this type of model, however, is that the evidence of its 
treatment efficacy is often obtained from ad hoc studies with no controls, and critics of this 
model often cite the possibility of a self-selecting bias in the subjects i.e. those that are 
particularly motivated and who find the religious leanings of the model appealing. However, it 
is possible to reformulate Evans & Sullivan’s model in terms of a cognitive-behavioural 
approach. For example, in cognitive-behavioural terms, the Building Skills stage corresponds 
to assertiveness training, problem-solving approach, positive self-talk, etc., while the 
Maintenance stage corresponds to the Relapse Prevention approach in substance abuse 
treatment (Marlatt & Gordon, 1985). However, although this model has identified negative 
moods such as anxiety, depression, and anger as specific triggers to drug use/relapse, it has not 
specifically addressed the possible effects of CSA induced PTSD symptomatology on drug 
use/relapse. More research on cognitive-behavioural treatment approaches to dual recovery is 
needed, given that there is a relative lack in this area.
In working with substance abusing CSA survivors, there may be special issues to take into 
consideration. Many women in treatment for substance abuse are characterised as resistant to 
treatment, slow to insight, ambivalent or inconsistent about complying with assignments, and 
prone to sabotage or handicap their own progress (Root, 1989). Therapeutic relationship with 
a substance abusing CSA survivor is often said to be difficult. It can alternate unpredictably 
between great dependence and resistance due to the client’s difficulty in relying on anyone for 
fear of losing control (Root, 1989). Thus it may take a longer period of time to develop a 
positive and trusting therapeutic relationship. Both resistance to treatment and exceptional 
compliance may be tests of the therapeutic alliance, and this may indicate a need for 
discussions regarding the client’s fears about the therapeutic relationship (Root, 1989). 
Disclosure of trauma must also be paced by the therapist because of the potential for triggering
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anxiety and other PTSD symptoms, which may lead to premature departure from treatment 
(Winick et al, 1992). For example, Blake-White & Kline (1985) report that almost 40% of 
members of an incest survivors group withdrew after only 1-5 sessions although the reasons 
for the departures were not made explicit. Overall, therapy needs to be comprehensive, but at 
the same time sufficiently flexible in order to take into account the special needs of these 
clients.
In summary, there has been a growing realisation in recent years regarding the high prevalence 
of CSA histories in substance abusers, and an accompanying concern about the lack of 
provision in the substance abuse treatment programmes for dealing with these issues. This is 
because traditionally, drug addiction research has been almost exclusively focused on males, 
and thus substance abuse treatment programmes correspondingly suited to the needs of male 
clients than to those of females. The historical mutual mistrust that existed between 
psychotherapy and substance abuse treatment services also precluded the development of an 
integrated model for the treatment of both CSA and substance abuse. The failure to address 
and treat sexual abuse issues has been suggested as one of the reasons for high rates of 
recidivism in substance abuse treatment programmes. In recent years however, a growing 
number of research have looked at the specific needs of female clients, and there has been 
some attempts at integrating the treatment of CSA related symptomatology with substance 
abuse treatment. Initial reports of the treatment outcomes appear promising, showing higher 
rates of success and lower rates of recidivism. However, more research is needed in order to 
ascertain their validity and efficacy. There is also a continued need for research on the 
relationship between childhood sexual abuse and substance abuse in order to derive a 
theoretically based dual treatment approach.
16
References
American Psychiatric Association. (1987) Diagnostic and Statistical Manual o f Mental 
Disorders (3rdEd. Rev.). Washington D.C.
American Psychiatric Association. (1994) Diagnostic and Statistical Manual o f Mental 
Disorders (4th Ed). Washington D.C.
Beck, A, Steer, R. & Shaw, B. (1984) “Hopelessness in alcohol and heroin-dependent 
women.” J. Clin. Psychol, 40, pp.602-606.
Beckman, L.J. (1978) “Self-esteem of women alcoholics.” J. Studies Alcohol, 39, 
pp.491-498.
Benward, J. & Densen-Gerber, J. (1971) “Incest as a causal factor in antisocial behavior: an 
exploratory study.” Contemporary Drug Problems: A Law Quarterly, 1, pp.323-340.
Berstein, G, Garfinkel, B. & Hoberman, H. (1989) “Self-reported anxiety in adolescents.” 
Amer. J. Psychiat., 146, pp.384-386.
Blake-White, J. & Kline, C. (1985) “Treating the dissociative process in adult victims of 
childhood incest.” Soc. Casework, 66, pp.394-402.
Bollerud, K. (1990) “A model for the treatment of trauma-related syndromes among 
chemically dependent inpatient women.” J. Sub. Abuse Treat., 7, pp.83-87.
Briere, J. & Zaidis, L.Y. (1989) “Sexual abuse histories and sequelae in female psychiatric 
emergency room patients.” J. Psychiat., 146, pp. 1602-1606.
Briere, J. & Runtz, M. (1985). “Post-sexual abuse trauma: data and implications for 
practice.” J. Interpers. Violence, 2, pp.367-379.
Brown, S. (1985) Treating the alcoholic. New York: Wiley.
Burgess, A. (Eds). Rape and Sexual Assault: A research handbook. New York: Garland 
Publishing, 1985.
Bumam, M.A, Stein, J.A, Golding, J.M. et al (1988) “Sexual assault and mental disorders in
a community population.” J. Consult. Clin. Psychol, pp.843-850.
Cavaiola, A. A. & Schiff, M. (1989) “Self-esteem in abused chemically dependent 
adolescents.” Child Abuse & Neglect, 13, pp.327-334.
Chiavaroli, T. (1992) “Rehabilitation from substance abuse in individuals with a history of 
sexual abuse.” J. Sub. Abuse Treat, 9, pp.349-354.
Cole, C.H. & Barney, E.E. (1987) “Safeguards and the therapeutic window: a group 
treatment strategy for adult incest survivors.” Amer. J. Orthopsychiat, 57, pp.601-609.
17
Copeland, J. & Hall, W. (1992) “A comparison of women seeking drug and alcohol 
treatment in a specialist women’s and two traditional mixed-sex treatment services.” Brit. 
J. Addict., 87, pp. 1293-1302.
Davis, S. (1990) “Chemical dependency in women: a description of its effects and outcome 
on adequate parenting.” J. Sub. Abuse Treat., 7, pp.225-232.
Davis, L.J. & Morse, R.M. (1987) “Age and sex differences in the responses of alcoholics to 
the self-administered alcoholism screening test.” J. Clin. Psychol, 43, pp.423-430.
Dembo, R., Dertke, M., Borders, S., Washburn, M. & Schmeidler, J. (1988) “The 
relationship between physical and sexual abuse and tobacco, alcohol, and illicit drug use 
among youths in a juvenile detention center.” The Int. J. Addict, 23, pp.351-378.
Evans, K. & Sullivan, J.M. (1995). Treating Addicted Survivors o f Trauma. New York: 
Guildford Press.
Finkelhor, D. (1979) Sexually Victimized Children. New York: Free Press.
Gordon, L. (1986) “Incest and resistance: patterns of father-daughter incest, 1880-1930.” 
Soc. Problems, 33, pp.253-267.
Griffin  ^M., Weiss, R., Mirin, S. & Lange, U. (1989) “A comparison of male and female 
cocaine abusers.” Gen. Psychiat, 46, pp. 122-126.
Harrison, P.A., Hof&nann, N.G & Edwall, G.E. (1989) “Differential drug use patterns 
among sexually abused adolescent girls in treatment for chemical dependency.” The 
Int. J. Addict, 24, pp.499-514.
Herman, J. & Hirschman, L. (1981) “Families at risk for father-daughter incest.” Amer. J. 
Psychiat., 138, pp.967-970.
Hurley, D.L. (1991) “Women, alcohol, and incest: an analytical review.” J. Studies 
Alcohol, 52, pp.253-267.
Jehu, D, Gazan, M. & Klassen, C. (1988) Beyond Sexual Abuse: Therapy with Women Who 
Were Childhood Victims. Chichester: Johii Wiley & Sons.
Kaplan, H.D. (1980) “Self-enhancing fonctions of alcohol abuse among male adolescents.” In 
Fann, W.E., Karacar, I., Pokenny, A.D. & Williams, R.L. (Eds) Phenomenology and 
Treatment o f Adolescents. New York: SP Medical & Scientific Books.
Ladwig, G.B. & Andersen, M.D. (1989) “Substance abuse in women: relationship between 
chemical dependency of women and past reports of physical and/or sexual abuse.” Int. J. 
Addict, 24, pp.739-754.
Marlatt, G. A. & Gordon, J. (Eds) Relapse Prevention: Maintenance strategies in addictive 
behaviour change. New York: Guildford Press, 1985.
18
McClelland, D.C, Davis, W.N, Kalin, R. & Wanner, E. (1972) The Drinking Man. New 
York: Free Press.
McLellan, A.T. & Druley, K. A. (1977) “Non-random relation between drugs of abuse and 
psychiatrie diagnoses.” J. Psychiat. Res., 13, pp. 179-184.
Miller, B, Downs, W, Gondoli, D. & Keil, A. (1987) “The role of childhood sexual abuse in 
the development of alcoholism in women.” Violence & Victims, 2, pp. 157-172.
Muldoon, L. (Eds). Confronting the Silent Crime. St Paul, Minnesota Program for Victims of 
Sexual Assault, A project of the Minnesota Department of Health and Human Services, 
1979.
Mullen, P.E, Martin, J.L, Anderson, J.C, Romans, S.E. & Herbison, G.P. (1993) 
“Childhood sexual abuse and mental health in adult life.” Brit. J. Psychiat., 163, 
pp.721-732.
National Center on Child Abuse & Neglect. (1978) “Child sexual abuse: incest, assault, and 
sexual exploitation.” Washington DC.: Department of Health, Education and Welfare.
O’Hare, J. & Taylor, K. (1983) “The reality of incest.” Women & Psychother., 5, 
pp.215-229.
Pederson, C. (1985) “Admissions to four alcohol detoxification units in N S W. in 1984.” An 
initial evaluation performed for the Southern Metropolitan Health Region Alcohol and 
Drug Advisory Committee.
Reed, B, Bischner, G. & Mondanaro, J. (1982) “Treatment services for drug dependent 
women.” Rockville, MD: U.S. Department of Health & Human Services, pp.303-304.
Risk Factor Prevalence Study Management Committee. (1990) “Risk factor prevalence study 
survey No. 3, 1989.” National Heart Foundation of Australia and Australian Institute of 
Health.
Rohsenow, D.J, Corbett, R. & Devine, D. (1988) “Molested as children: a hidden 
contribution to substance abuse?” J. Sub. Abuse Treat., 5, pp. 13-18.
Roman, P.M. 1988) Women and Alcohol Use. (DHHS Publication No., ADM 88-1574). 
Rockville, MD: National Institute on Alcohol Abuse and Alcoholism.
Root, P.P. (1989) “Treatment failures: the role of sexual victimization in women’s addictive 
behavior.” J. Orthopsychiat., 59, pp.542-549.
Rosenfeld, A.A. (1979) “Incidence of a history of incest among 18 female psychiatric 
Amer. J. Psychiat., 136, pp.791-795.
Russell, D.E.H. (1986). The Secret Trauma: incest in the lives o f girls and women.
York: Basic Books.
19
Ryan, V. & Popour, J. (1983) “Five year women’s plan.” Developed by the Capitol Area 
Substance Abuse Commission, for the Office of Substance Abuse (OSAS), Michigan 
Department of Health, IV, 4c, IV, 12c.
Sokolow, L., Welte, J., Hynes, G. & Lyons, J. (1980) “Treatment-related differences between 
female and male alcoholics.” J. Addict. Health, 1, pp.42-56.
Teets, J. (1990) “What women talk about: sexuality issues among chemically dependent 
women.” J. Psychosoc. Nursing, 28, pp.4-7.
Vanicelli, M. (1984) “Effect of sex bias on women’s studies on alcoholism.” Alcoholism: 
Clin. Exper. Res., 8, pp.334-336.
Wallen, J. (1992) “A comparison of male and female clients in substance abuse treatment.” J. 
Sub. Abuse Treat., 9, pp.243-248.
Winick, C, Levine, A. & Stone, W.A. (1992) “An incest survivors’ therapy group.” J. 
Sub. Abuse Treat., 9, pp.311-318.
Young, E. (1990) “The role of incest issues in relapse.” J. Psychoactive Drugs, 11, pp.249- 
258.
20
LITERATURE REVIEW II:
Relationship Between Personality Disorders 
and Substance Use Disorders
It is now widely accepted that substance use disorders have a complex and heterogeneous 
aetiology with both genetic and environmental factors at play. Among the most frequently 
cited is the role that personality disorders may play in the origin of substance use disorders. 
There is now ample evidence to state that the two disorders, in particular, alcohol use disorder 
and antisocial personality disorder (APD) occur together at a much higher than chance 
frequency and that they both seem to be familially transmitted (Cadoret et al, 1985; Lewis et 
al, 1983; Rada, 1982; Virkkunen, 1979). However, despite the growing evidence of a close 
link between the two disorders, the mechanisms underlying it and the exact nature of this 
relationship are still not well understood. What makes the research necessarily complex are the 
heterogeneous nature of both substance use disorders and personality disorders, and the fact 
that researchers cannot agree on the diagnostic criteria for either of the disorders. Research 
findings have also been difficult to interpret due to shifts in the conceptualisations of these two 
classes of disorders, the overlapping of diagnostic criteria between the two classes of 
disorders, and the instability of the Axis II diagnoses over time in these population (Blume, 
1989). Despite this, there has been enough consistent research findings to be able to draw 
general conclusions on the existence of a relationship between substance use disorders and the 
personality disorders and their possible effects on treatment outcomes.
Before reviewing the current research findings, it may be important at this point to clarify the 
term “personality disorder” and the widely used, but often ambiguous terms “psychopathy” and 
“sociopathy.” Until the 1930’s, the term “psychopathy” was used as a generic label referring to 
several different types of pathology thought to result from some general form of constitutional 
weakness. Both the Diagnostic and Statistical Manual of Mental Disorders I (DSM I: APA, 
1952) and the second edition (DSM II: APA, 1968) descriptions of the Antisocial Personality 
Disorder criteria were based on this psychoanalytical conceptualisation of psychopathy, 
emphasising the dynamic personality features characterised by an inability to experience guilt 
or remorse, anxiety and loyalty; inability to form meaningful lasting relationships; manipulating 
of others to serve one’s own ends (Cleckley, 1941). In this sense, the terms “psychopathy,”
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“sociopathy” and “antisocial personality disorder” were used synonymously, although the term 
“psychopathy” and “sociopathy” are not frequently used nowadays because of the problems 
with their definitions. Equally, the subjective and complex nature of the judgement required by 
Cleckley (1941)’s definition for determining psychopathy resulted in a virtual abandonment of 
personality variables, and instead, a replacement by an emphasis on the easily observable and 
quantifiable behaviours in the DSM III (APA, 1980) and thereafter (e.g. repeated physical 
fights and or assaults, significant unemployment, failures to honour financial obligations, etc). 
The move towards focusing exclusively on behavioural measures in the DSM III and III-R was 
prompted by the aim of increasing reliability and standardisation of the diagnosis across the 
psychiatric community (Gerstley et al, 1990). In taking this approach however, some argue 
that the validity may have been sacrificed at the altar of reliability (Vaillant, 1984) i.e. the 
abandonment of personality dynamics which are seen as the core of this disorder. Partly in 
response to this criticism, DSM IV has incorporated some personality measures i.e. items to 
express the concept of absence of guilt or remorse. However, given that DSM systems adopt 
a prototypic approach i.e. various combination of behaviours are allowed with no critical items 
required for diagnosis, personality variables are not a prerequisite for the diagnosis, and hence 
remain marginalised.
In the current DSM-IV classification system (APA, 1994), “personality disorder” is defined as 
an “enduring pattern of inner experience and behaviour that deviates markedly from the 
expectations of the individual’s culture, is pervasive and inflexible, has an onset in adolescence 
or early adulthood, is stable over time, and leads to distress or impairment,” and is divided into 
three broad categories of: Cluster A - Paranoid; Cluster B - Antisocial, Borderline, Histrionic, 
and Narcissistic; Cluster C - Avoidant, Dependent, Obsessive-Compulsive, and Passive- 
Aggressive. Each cluster is represented by a general characteristic (odd-eccentric, dramatic- 
emotional, and anxious-fearful, respectively) with those disorders within the same cluster 
tending to occur together in an individual (Widiger & Rogers, 1989). In terms of their 
relationship with the substance use disorders, it is the Cluster B disorders, characterised by 
general impulsivity, which have been most frequently associated with the latter (e.g. Nace et al.
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1991; Gunrera, 1990). In particular, the relationship between APD (also psychopathy and 
sociopathy) and alcohol use disorder has been most researched and found to have a high 
comorbidity rate. Incidence rate of APD is reported to be about 40-50% in samples of male 
alcoholic patients (Hesselbrock et al, 1985; Penick et al, 1984) and in male opiate addicts 
(Nace et al, 1991, Rounsaville et al, 1982; Woody et al, 1985). APD is also reportedly one of 
the most common psychiatric diagnoses among intravenous drug injectors (Brooner, 1993). In 
another study. Wolf et al (1988), in their inpatient psychiatric sample, found that 84.4% with 
the diagnosis of APD, 70.5% with alcohol use disorder and 68.7% with substance use disorder 
(other than alcohol) had secondary diagnoses of one of the other two diagnoses in this triad.
Findings thus far have shown APD to be the most frequent comorbid disorder in individuals 
with substance use disorders. However this may be due in part to a gender bias in the field of 
drug addiction, where treatment and research have commonly focused on male subjects with an 
under-representation of females. This notion is supported by more recent research focusing on 
the Borderline Personality Disorder (BPD), another Cluster B personality disorder, and its 
relationship to substance use disorders. In essence, BPD is characterised by a pervasive pattern 
of instability of interpersonal relationships, self-image and affects, and marked impulsivity that 
begins by early adulthood. While APD is much more common in males than in females, the 
reverse is true for the Borderline Personality Disorder (BPD) (Loranger & Tulis, 1985) as well 
as the other two Cluster B disorders of Histrionic and Narcissistic Personality Disorders. 
Studies on BPD are fairly recent, not surprisingly, given that BPD only appeared as an entity 
with the advent of DSM III (APA, 1980). Although it is difficult to make a direct 
comparison between APD and BPD studies due to the fact that most of the APD studies have 
been conducted in drug treatment settings whereas the latter have focused mainly on 
psychiatric patients, research findings thus far show the prevalence rate of comorbid substance 
abuse (including alcohol) in BPD to be similarly high (e.g. 69% - Andrulonis et al, 1982; 67% - 
Pope et al, 1983; 55% - Akiskal et al, 1985) although some have reported lower rates (e.g. 
23% - Frances et al, 1984; 11% - Baxter et al, 1984). Unfortunately figures on the prevalence 
of comorbid BPD in substance abuse patients were unavailable for direct comparison with
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APD, but it does seem that BPD may share an equally high comorbidity rate with the substance 
use disorders. Furthermore, there is a tendency for BPD and alcoholism to occur together in 
the same families, just as in the case of APD and alcoholism (Loranger & Tulis, 1985).
Frequent findings of high comorbidity rates among the Cluster B personality disorders and the 
substance use disorders lead one to speculate as to why this close association should occur, 
and also poses the question as to why this may be specific to the Cluster B personality 
disorders rather than to the other personality clusters. Indeed there is a lack of literature on 
the association between the other personality clusters and substance abuse, however it is 
unclear whether this is due to a lack of positive findings or because researchers have simply 
failed to investigate other personality clusters. One possible reason may be that personality 
disorders are relatively ill-defined and the diagnoses generally unreliable, thus making research 
difficult. APD on the other hand, given its recent emphasis on behaviour rather than relying on 
personality characteristics, as is the case with the other personality disorders, may have been 
more amiable to research. Some theorists however believe this to be a genuine finding and 
have hypothesised on the underlying mechanisms of a Cluster B-Substance abuse relationship. 
Loranger & Tulis (1985) argued that, at a fundamental level, APD and BPD may both be seen 
as a disorder of impulse control, and that the differences in the symptoms are attributable to 
the commonly observed sex differences in the forms of emotional expression i.e. females are 
less prone to aggression (Maccoby & Jacklin, 1974) but are more prone to depression 
(Weissman & Klerman, 1977) than males, and thus traits of impulsiveness and high aggression 
lead to APD diagnosis more commonly in males while traits of impulsiveness and high affective 
instability often lead to a diagnosis of BPD in females. Similarly, Lacey & Evans (1986) 
proposed a “multi-impulsive personality disorder,” while Gorenstein & Newman (1980) coined 
the term “disinhibitory psychopathology,” as an umbrella term for those disorders which were 
thought to be different manifestations of a common underlying disorder of impulsivity and 
disinhibition. These include bulimia, pathological gambling, kleptomania, alcoholism, and 
substance dependence. There is evidence to suggest that subjects with multiple addictions are 
higher on the trait of impulsiveness, as measured by the Eysenck Impulsivity Scale (Eysenck et
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al, 1985), than those with single addictions (McCown, 1988). On a similar note, the
relationship between sensation seeking and substance abuse is also well documented 
(Zuckerman, 1987). However inferences about cause and effect cannot be made from these 
findings, and it may possibly be that greater addiction leads to higher impulsivity and sensation 
seeking. Although attractive in theory, the weakness of the “multi-impulsive disorder” theory 
is in the fact that it does not define what is meant by “impulsivity.”
In speculating the relationship between the personality disorders, in particular, APD, and 
substance use disorders, it is also important at this point to discuss the diagnostic limitations, 
which may in part be contributing to the overlap between the two disorders. The DSM 
classification system has received much criticism in its failure to recognise the heterogeneity of 
both APD and substance use disorders, and the lack of distinction made between the subtypes 
in its definition (e.g. Widiger & Frances, 1985). There is enough evidence to suggest that 
APD, as diagnosed by the DSM criteria, has at least two subtypes, as first identified by 
Karpman (1941): “idiopathic psychopaths” who show both antisocial behaviour and antisocial 
character structure, versus “symptomatic psychopaths” who exhibit antisocial behaviour, but 
who also show signs of guilt, remorse and interpersonal attachment. This distinction is 
particularly pertinent in the case of substance abusers, where early involvement with 
alcohol/drugs may promote a surge of antisocial behaviours that qualify them for a 
behaviourally-based diagnosis of APD. Such individuals are said to have neurotic symptoms 
and an underlying character structure different from that of true psychopaths as characterised 
by Cleckley (1941). In a similar line, alcohol use disorder is also known to have at least two 
subtypes. Cloninger (1987) have coined the term “Type 1” and “Type 2 Alcoholism” to make 
this distinction. “Type 1” refers to the milieu-limited alcoholism which more-or-less equally 
affects both males and females, and which requires environmental factors for its precipitation. 
This form is thought to be of late onset and presents itself with either mild or severe alcohol 
problems. “Type 2”, on the other hand, refers to the male-limited alcoholism with a strong 
genetic loading, occurs only in males, begins at an early age, and is often associated with APD. 
In a similar line, Cadoret et al (1984) suggested the terms “primary alcoholics” and “antisocial
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alcoholics,” corresponding to Type 1 and Type 2 respectively, after distinguishing between two 
groups of patients that differed on demographic variables, types of alcoholic symptoms and 
childhood and adult behaviour problems. They found antisocial alcoholics to have higher rates 
of familial alcoholism, extensive psychosocial and legal problems, as well as higher numbers of 
antisocial behaviours both during childhood and adulthood. In fact, there is now sufficient 
evidence to state that there is a unique entity called a “male-limited” alcoholism, which is 
familially transmitted through the male hereditary line (Cloninger et al, 1981). Both Cloninger 
et al (1981) and von Knorring et al (1985) have developed criteria to delineate Type 1 and 
Type 2, however the overall concordance between the two diagnostic approaches for 
identifying Type 1 & 2 seem to be unacceptably low and is far from satisfactory. The greatest 
problem seems to lie in determining the cut-off age for late and early onset, as the definition of 
age of onset has a major impact on the proportion of alcoholics identified as having early and 
late onset. Greater concordance is obtained when alcoholics meeting Cloninger et al criteria 
for Type 1 & 2 were subsequently classified by whether or not their first alcohol-related 
problem occurred before 25 years of age (Lamparski et al, 1991). Thus there are strong 
evidence and a general consensus among researchers that both APD and alcoholism is a 
heterogeneous disorder with at least two identifiable subtypes, although the distinction is not 
as simple to make in practice as in theory. Researchers argue that this distinction has practical 
implications as the two subtypes have different aetiology, symptoms, course of illness, and 
prognosis i.e. treatment response.
Related to the above criticism of heterogeneity, another persistent criticism of the DSM system 
is in the large overlap of symptom criteria within the APD and substance use/alcohol disorders 
(e.g. failure to honour financial, parental or social obligations, recklessness as manifested by 
driving while intoxicated, irritability and aggression) (Carroll et al, 1993; Blume, 1989). 
Antisocial behaviours in particular can be observed in the course of many disorders e.g. in 
substance use disorders, and this carries a different prognostic implication to that of the future 
course of APD (Schuckit, 1983). Evidence shows that even when meeting DSM III and RDC 
(Spitzer et al, 1978) criteria, secondary symptoms are known to disappear on their own as
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abstinence is reached (Schuckit, 1984). As in the case with the relationship between substance 
use and APD, there also seems to be a large subgroup of BPD patients for whom substance 
use is necessary to meet the BPD criteria, whose personality psychopathology may be a direct 
manifestation of substance abuse rather than substance abuse merely being one symptom of the 
personality disorder (Dulit et al, 1990). Nace et al (1983) found the rate of BPD diagnosis to 
drop from 21.2% to 12.8% amongst the inpatients in their alcohol program when the alcohol 
contribution to the score was deleted. Thus the limitations of the DSM system i.e. 1) the lack 
of personality criteria in the APD diagnosis; 2) the lack of recognition for the heterogeneity i.e. 
existence of subtypes in both the APD and alcohol use disorders; and 3) the overlap of APD 
and alcohol use disorder diagnostic criteria, have made interpretation of research findings 
difficult, if not inaccurate. For example, the overlap in the diagnostic criteria of the APD and 
alcohol use disorders may have resulted in the exaggeration of the positive association 
between the two disorders.
Comparing the DSM criteria of APD diagnosis with other diagnostic systems, Guze criteria 
(1976), Feighner criteria (Feighner et al, 1972), and Research Diagnostic Criteria (RDC; 
Spitzer et al, 1978) also rely heavily on behavioural indicators. However the RDC is most 
stringent, requiring both an evidence of markedly impaired interpersonal relationships and an 
independence of antisocial behaviours from substance abuse in order to qualify for the 
diagnosis. In this sense, RDC may be considered as an improvement on the other systems. 
However evidence from reliability studies show both 1-month and 1-year reliability estimates 
to be consistently higher for DSM III-R than RDC systems (Carroll et al, 1993). In particular, 
and perhaps not surprisingly, items associated with core classical traits of psychopathy was 
found to be the most unreliable. Using different diagnostic systems have been shown to yield a 
wide disparity in the rates of APD diagnoses e.g. Carroll et al (1993) found, in their sample of 
cocaine abusers, rates of 7% for restrictive RDC, 29% for RDC, and 53% for DSM III-R 
criteria. However, there seems to be a consistent ordering across the systems, with the highest 
rates of problem severity in individuals diagnosed using restrictive RDC criteria and the lowest 
severity in those diagnosed using the DSM III-R criteria.
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Obviously there are difficulties in diagnosing because many mental disorders are not clearly 
delimited, and the current state of diagnosing both the substance use disorders and personality 
disorders are limited by choosing between sensitivity and specificity. This is true of any such 
measures, however perhaps more pertinent in the case of these two disorders due to their 
evident heterogeneity. One possible remedy may be to define subgroups of alcoholics by more 
than one set of diagnostic criteria to increase diagnostic precision for research purposes. An 
alternative may be to use a dimensional (continuous) approach instead of the more common 
categorical (dichotomous) systems. Hare (1980)’s Psychopathy Checklist (PCL), unlike the 
DSM and other diagnostic systems, can be used both dimensionally or categorically (low, 
moderate, and high psychopathy) and assessment relies on both behavioural and personality 
features. In this sense, PCL may be seen as a theoretical and methodological improvement to 
the other diagnostic systems in terms of overcoming the often cited criticisms whilst 
maintaining both validity and reliability. Preliminary evidence show acceptable levels of 
interrater reliability and high test-retest reliability (Cacciola et al, 1991) as well as predictive 
validity (Hart et al, 1988). For example, using the PCL, prisoners with high scores showed 
little psychoneurotic symptomatology compared to those with lower scores, and high scores 
were predictive of recidivism, whereas the DSM III diagnosis of APD had little predictive 
validity in this respect (Harpur et al, 1989; Hare, 1985). Harpur et al (1988), using factor 
analysis, also found that there were two relatively independent but correlated factors in the 
PCL: Factor 1, which corresponds to the core personality traits associated with psychopathy, 
and Factor 2, which represented behavioural features characteristic of a chronically unstable 
and antisocial lifestyle corresponding closely to the DSM criteria for APD. Substance abuse 
diagnosis was found to be significantly related to Factor 2 and the total PCL score, but not to 
Factor 1 (Smith & Newman, 1990; Hart & Hare, 1989). Following these findings, PCL has 
been revised to produce two independent factor scores as well as a total score (PCL-R: Hare 
et al, 1990).
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Whilst taking into account the limitations in the current diagnostic systems, there nevertheless 
exists a positive association between APD and alcohol use disorder, albeit of a lesser 
magnitude. This again leads to the question of why these two disorders should occur together 
in close association. The question of directionality of influence and the underlying mechanism 
of the relationship has been hypothesised by many. For example, Schuckit (1973) proposed 
three etiological links between alcoholism and APD: 1) alcohol abuse as a symptom of
antisocial behaviour in APDs, 2) alcohol abuse leading to sociopathic behaviour, and 3) 
common etiological factor underlying both. The Theory that the two disorders represent a 
larger group of impulse-control disorders (Lacey & Evans, 1986; Loranger & Tulis, 1985) has 
already been dealt with. It is also possible to hypothesise a fourth etiological link: Kofoed & 
MacMillan (1986) have made a hypothesis based on a sociobiological conceptualisation, which 
claims that the two disorders are distinct and independently transmitted, but yet are found 
together because selective pressures lead to an association of the disorders. Put succinctly, 
their theory states that alcohol consumption may become adaptive from an evolutionary 
viewpoint when drinking setting and intoxication can be used to enhance “cheating” 
reproductive strategy of APD individual, and that this may explain selective pressures leading 
to the association of familial alcoholism and APD. “Cheating” refers to the deceptive method 
in which a male of the species gains access to resources i.e. females by misrepresenting his 
status, intentions, etc., in order to maximise his potential of propagating his genes, and in this 
sense, APD is seen as the human behavioural manifestation of this cheating strategy.
Although it is beyond the scope of this review to scrutinise their sociobiological theory, 
research findings which they cite to support their theory may be of more relevance to the 
current review in terms of shedding light to the nature of the association. Firstly, in order for 
their theory to work, they predict that there should be a heritable genetic predisposition for 
alcohol consumption that can respond to selective pressures. Existence of such predisposition 
in humans is quite well accepted based on numerous twin and adoptee concordance studies 
(Cloninger, 1987; Cloninger & Reich, 1983; Cloninger et al, 1981). Animal studies also clearly 
show that alcohol consumption can be selected for, often quite rapidly (Wilson et al, 1984).
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Secondly, they hypothesise that alcohol consumption should be selected for most strongly in 
APD males, less strongly in non-APD males, and least strongly of all in females, this hierarchy 
corresponding roughly with the potential adaptiveness of a “cheating” strategy. Indeed 
research evidence suggests that there is a much higher rate of alcohol dependence and abuse in 
males than in females in the general population, family pedigree studies, and in adoptee studies 
(Myers et al, 1984; Goodwin, 1979; Winokur et al, 1970), and furthermore, a much higher rate 
of APD in male alcoholics than in female alcoholics (Hesselbrock et al, 1985). Lewis et al 
(1983)’s study of patients referred for psychiatric consultation gives an even clearer evidence 
in support: 65% of APD males were found to be alcoholics vs 26% of non-APD males, and 
fiirther, 28% of APD females were alcoholics vs 6% of non-APD females. This is in line with 
the “male-limited” alcoholism found to be familially transmitted through the male hereditary 
line, as first identified by Cloninger and his colleagues (Cloninger et al, 1981), and the 
distinction made between “Type 1” and “Type 2” Alcoholism (Cloninger, 1987).
Third of Kofoed & MacMillan (1986)’s hypotheses was that alcohol consumption should be 
highest in young males for greatest “cheating” advantage and that consumption should 
decrease with age. Consistent with this prediction, Hesselbrock et al (1985) found early onset 
of regular intoxication in alcoholics with APD, and Myers et al (1984) found, in their 
epidemiological study, higher rates of alcohol dependence in males aged 18-24 and 25-44 with 
marked decline afl;er age 44 afl:er excluding mortality rates. This is also known to be the case 
with other chemical substances and is supportive of a Type 1 & 2 distinction. Further support 
comes from a different line of investigation, where male alcoholics with onset in late life were 
found to have significantly weaker family history of alcoholism and APD (Frances et al, 1980). 
The fourth hypothesis predicts that genetic predisposition to increased alcohol consumption 
should operate by allowing individual to experience alcohol ingestion less negatively than 
individuals without this predisposition so that they would spend relatively more time in settings 
where alcohol use occurs. Consistent with this prediction, Schuckit (1984) found young male 
subjects with family histories of alcoholism to report less subjective intoxication than control 
males after standard alcohol doses. They report that the differences were not due to different
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blood levels or expectations of intoxication. It appears that the heritable component of 
alcoholism is a “functional lack of intolerance for alcohol” i.e. low behavioural and 
psychological sensitivity to alcohol (Goodwin, 1979).
In view of this evidence of a high tolerance for alcohol consumption in APD males, it is 
interesting to find that research comparing various psychosocial measures found APD 
alcoholics to be worse than the primary alcoholics. For example, in Stabenau (1984)’s study, 
significant associations were found between 1) APD diagnosis and early onset of all stages in 
alcohol dependence; 2) bilineal family history of alcoholism and greater frequency of 
consequences of impaired control, withdrawal symptoms i.e. cravings, and pathological 
symptoms associated with chronic alcoholism; 3) being female and older at onset of initial, 
but not final, stages of alcoholism and having more symptoms associated with chronic alcohol 
use. It is interesting to note that although the fi*equency of alcoholism in females is uniformly 
lower than in males, once females begin drinking similar quantities and fi-equencies equal to 
males, their risk for alcoholism begins to approximate that of males (Cloninger et al, 1978). In 
fact although females have a later onset of alcohol consumption than males (Stabenau, 1984), 
females have been found to deteriorate at a faster rate than males (Taylor et al, 1983). This 
may be due to the effect of low physical tolerance for alcohol in females. It is then even more 
interesting that although familial alcoholism allows individuals to drink more without 
experiencing the negative effects of alcohol intoxication, once dependent, the course of 
deterioration is faster and the outcome worse for antisocial alcoholics than those without 
familial alcoholism i.e. primary alcoholics. However these negative effects observed may not 
be due only to the effects of alcohol per se, but effects associated in part with the APD 
individual’s antisocial behaviour patterns. One evidence to support this is the findings that the 
increased negative consequences of alcoholism found in APD alcoholics were limited to 
psychosocial measures, and not found for biophysiological measures such as physical 
withdrawals and medical complications e.g. liver cirrhosis (Virkunnen, 1979; Rimmer et al, 
1972).
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Thus, in summarising the research findings, there seems to be a close association between 
personality disorders and substance use disorders, in particular, between APD and alcohol use 
disorder. These two disorders have been shown to be heterogeneous in nature, with each 
having at least two identifiable subtypes. In the case of alcohol use disorder, the familially- 
transmitted male-limited subtype (Type 2), as opposed to the later onset milieu-limited subtype 
(Type 1), has been shown to be particularly closely associated with APD. In the case of 
APD, it is not known whether either of the subtypes: “true psychopathy” or “symptomatic 
psychopathy” is more closely associated with alcohol use disorder. Although superficially i.e. 
in terms of behavioural expression, both seem to be closely associated with APD, “true 
psychopathy” may have a closer association in terms of genetic inheritance. There is clearly a 
need for more research in order to clarify the nature of these relationships, however in order 
for this to happen, the current diagnostic system needs to be refined to enable accurate 
assessment. Improvements in the diagnostic systems are also important from a treatment- 
matching perspective given that these subtypes may show differing treatment responses and 
have different prognoses. The common belief is that psychopathic patients respond poorly to 
conventional treatments, and as a natural extension of this, it is believed to apply equally to the 
treatment of psychopathic substance abusers (Hesselbrock et al, 1985). Unlike Axis I 
disorders, which respond to specific treatments, personality disorders are thought not to yield 
to symptom specific interventions (Nace, 1990), and hence personality disorder diagnoses 
would be likely to complicate treatment in substance abusers.
There has been relatively few systematic studies specifically examining treatment outcomes of 
substance abusers with APD. Studies comparing treatment outcomes for substance abusers 
with and without APD have generally found that those with APD did worse as measured by 
various psychosocial outcome measures (e.g. Brooner et al, 1993; Poldrugo & Forti, 1988; 
Rounsaville et al, 1987). However, much of what has been concluded, which the investigators 
themselves point out, is based on indirect evidence of greater severity of addiction of substance 
abusers with APD (Cadoret et al, 1984; Hesselbrock et al, 1985), and therefore severity of 
addiction must be controlled for before a true comparison can be made. Unfortunately not
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many studies seemed to have done this. Another possible point of criticism comes from the 
finding that any additional psychiatric diagnoses are associated with poorer outcome when 
compared to those with only substance use disorders (Rounsaville et al, 1987; Penick et al, 
1984). Thus studies should look not only at substance abusers with and without APD, but also 
use substance abusers with other psychiatric diagnoses e.g. affective disorders as comparison 
groups. Woody et al (1985) indeed found APD substance abusing patients’ treatment 
outcomes, as measured by various psychosocial measures at 7-month follow-up, to be worse 
than that of substance abusers with other psychiatric conditions (e.g. depression), even when 
specialised forms of psychotherapy were provided concurrent with routine counselling. In this 
sense, it is interesting to find that APD substance abusers with an additional diagnosis for 
affective disorders (depression) had a better treatment outcome than those APD substance 
abusers without depression (Woody et al, 1985; Rounsaville et al, 1983). Woody et al (1985) 
theorised that, more than any aspect of sociopathy syndrome, paucity and superficiality of 
relationships may be the most negative contributor to poor outcome for APD patients. It may 
be that high levels of dysphoria in APD substance abusers may contribute to treatment 
motivation, and hence improved clinical outcome (Woody et al, 1985; Rounsaville et al, 1983). 
This finding also fits in with the notion of an APD subtype, where high emotional instability 
was a defining characteristic i.e. “symptomatic psychopaths” as opposed to those fitting the 
classical personality characteristics of psychopathy i.e. "true psychopaths,” with the former 
shown to have a better prognosis.
One of the hallmarks of a disorder entity is to have a specific treatment which can be shown to 
be differentially effective for that particular disorder. Thus far, there is still little evidence 
concerning this. Preliminary investigations seem to show however that sociopathic alcoholics, 
following in the same tradition as those with personality disorders, respond better to a 
structured behavioural type therapy as opposed to a more conventional “talking” therapy. 
Kadden et al (1989) found their sociopathic alcoholic patients to show a greater relapse over a 
26-week treatment period when treated with interactional therapy rather than with a 
behavioural coping skills training, whereas the opposite was true for non-sociopathic
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alcoholics. Litt et al (1992) found the same results for their Type 2 alcoholics and emphasised 
the importance of understanding subtypes from a treatment matching perspective. It seems 
that substance abusers with APD diagnoses benefit more from treatment that focuses on 
practical skills, particularly in the general control of their impulsivity, rather than emotionally 
loaded interactional therapies. Sutker et al (1978) suggest coping skills therapies to focus on 
encouraging activities which would satisfy high sensation seekers’ motivational needs for 
novelty, risk, excitement and avoiding boredom. Thus it seems that subtypes of APD and 
alcohol use disorder show differential treatment response, with “primary alcoholics” 
responding better to treatment than “sociopathic alcoholics,” and “symptomatic psychopaths” 
responding better to treatment than “true psychopaths,” at least in terms of conventional 
treatment. From this one may infer that it is indeed the personality traits of true psychopathy 
as defined by Cleckley (1941) which is most detrimental to good treatment response and to 
friture prognosis.
Thus in summarising the findings, there seems to exist sufficient evidence to state that there is 
a close relationship between Cluster B personality disorders and substance use disorders, the 
relationship between APD and alcoholism being most researched and most strongly associated. 
Although the exact nature of the relationship is less well understood, evidence point to an 
independent, but closely associated familial transmission of the two disorders which is male- 
limited in nature. Recent evidence suggest however, that a similar relationship may exist 
between BPD and alcoholism in females, possibly reflecting a general sex difference in 
emotional expression, however both representing disorders of impulsivity. Research into both 
personality disorders and substance use disorders are complicated by the heterogeneity of the 
two class of disorders and the limitations of the current categorical diagnostic approach. 
However, promising preliminary results have been obtained using an alternative dimensional 
approach, which may increase diagnostic precision and the comparability of research findings. 
Due to diagnostic limitations thus far, there has been relatively few systematic treatment 
evaluation studies. However, existing findings show uniformly poorer outcomes for substance 
abusers with personality disorder diagnoses. Subdividing them into further subtypes however
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show a different picture, with those substance abusers with symptomatic/secondary 
psychopathy benefiting more from conventional treatment, whilst those with true psychopathy 
responding better to skill-focused therapies. This seems to indicate the importance of 
accurately identifying subtypes and individualising treatments to match the patients’ 
characteristics.
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LITERATURE REVIEW III:
Post-Traumatic Stress Disorder (PTSD):
Current Research Understandings and Treatment Methods
Posttraumatic Stress Disorder (PTSD) received first official recognition with its inclusion in the 
third edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM III: APA, 
1980) under the Anxiety Disorders, although the concept of a stress-induced neurotic condition 
is much older. The concept of a trauma-induced disorder has had a mixed and varied history 
with major shifts in its conceptualisation (Trimble, 1985), perhaps reflecting the relative 
immaturity in the understanding of this disorder. Owing to this fact, treatment for PTSD has 
also seen many different theoretical approaches tested, including psychodynamic, behavioural, 
pharmacological, and more recently, the cognitive approaches, with general claims of success. 
However, most of the treatment evaluation research consists of case studies, and there has been 
little controlled treatment evaluation studies as yet. Nevertheless, the explosion of interest in 
the disorder and the vast number of research findings in recent years have added to the 
accumulating knowledge of PTSD, and this has resulted in the more finetuning of the 
diagnostic criteria of the disorder and in the development of assessment and treatment 
techniques.
The history of the changing conceptualisation of a trauma-induced disorder, as a result of 
increasing knowledge based on research findings, can be clearly seen in the progressive 
versions of the DSM. The first edition of DSM (APA, 1952) includes “Gross Stress 
Reaction”, while DSM II (APA, 1968) has a formulation of “Transient Situational 
Disturbance.” The underlying assumptions of these syndromes were that reactions to trauma 
are characterised by quick recovery in normal individuals, whereas prolonged or protracted 
responses to trauma were regarded as secondary to a preexisting personality trait or to a 
constitutional vulnerability. These followed in line with the early classical psychodynamic 
formulation of trauma-related disorders as being essentially psychoneuroses of the individuals 
and their drives, and subsequently to the shift in emphasis on the disorganisation of ego- 
functioning (e.g. Kardiner, 1941). Most of the early works on PTSD originated from studies 
of military combat, and the stress-induced reactions to combat was known under various 
names such as the ‘irritable heart of the soldiers,’ ‘combat neurosis,’ ‘war neurosis,’ and ‘shell
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shock’ (Trimble, 1985). However, these symptoms were often anything but temporary, 
disabling soldiers from returning to military combat. Soldiers affected often simply 
‘disappeared’ into psychiatric institutions, becoming ordinary patients indistinguishable from 
other ‘inmates.’ (Gersons & Carlier, 1992).
The advent of PTSD in DSM III saw a major shift in the conceptualisation in recognising that 
chronic and debilitating illness could occur in ‘normal’ individuals as a function of the trauma 
itself i.e. formulation of PTSD as a ‘normative’ consequence following extreme stress (DSM 
ni: APA, 1980). Further improvement was seen in the revised version of the DSM (DSM III- 
R: APA, 1987) in four key areas: 1) specification of generic characteristics of traumatic 
stressors; 2) clearer organisation of symptoms around three dimensions of stress response 
(reexperiencing symptoms, avoidance and numbing, and physiological arousal); 3) inclusion of 
symptoms specific to children (e.g. repetitive play, trauma-specific reenactment in young 
children); and 4) specification of onset and duration (Acute if less than 3-month duration. 
Chronic if more than 3-month duration, and Delayed if onset at least 6 months after the 
stressor). DSM IV (APA, 1993) has seen further finetuning in specifying the generic 
characteristics of traumatic stressors with, not only the description of the characteristics of the 
environmental event: “the person experienced, witnessed, or was confronted with an event or 
events that involved actual or threatened death or serious injury, or threat to the physical 
integrity of self or others,” but also in including its impact on the individual: “the person’s 
response involved intense fear, helplessness, or horror.” Although there is substantial 
disagreement about what constitutes a sufficient stressor, it is commonly acknowledged that 
PTSD can result from exposure to such diverse experiences as rape, kidnap, automotive and 
industrial accidents, crime, civil disaster, and various war related events (combat, 
concentration camp, POW) (Brett et al, 1988). Recent research suggest that, despite the wide 
and varied stressors involved in their etiology, PTSD sufferers share strikingly similar profiles 
of psychopathology (Solomon et al, 1992).
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Although the current conceptualisation of PTSD as an anxiety disorder still receives much 
debate (Davidson & Foa, 1991: some argue for its inclusion in the dissociative disorders, while 
others argue for an independent diagnostic category), descriptive studies have validated the 
existence of the three broad symptom clusters, as defined in the diagnostic criteria (e.g. Keane 
et al, 1987). Neurobiological studies have also found the underlying neurobiological basis for 
the occurrence of these symptom clusters (e.g. Yehuda et al, 1993; Chamey et al, 1993; Kolb, 
1984; Kardiner & Spiegel, 1947). These are: 1) persistent reexperiencing of the traumatic 
event via memories, dreams, flashbacks, or distress at exposure to reminders; 2) persistent 
avoidance of stimuli associated with the trauma, or numbing of general responsiveness; and 3) 
symptoms of increased arousal, such as sleep disturbance, irritability, difficulty concentrating, 
hypervigilance, and exaggerated startle response (DSM IV: APA, 1993). Commonly these 
symptoms begin within the first three months after the trauma, although there may be a delay 
of months (the Delayed onset subtype), and sometimes even years as evidenced in Holocaust 
survivors. It is now recognised that PTSD can occur at any age, even in early childhood 
(Allinson, 1991). In fact, some argue that the greater developmental vulnerability may render 
younger children prone to more serious, or at least to different types of, effects than in adults 
(Briere, 1992; Pynoos & Eth, 1985). Adolescents may also be at a particular risk, as they 
become prematurely aware of their vulnerability to the dangers of life, and this may interfere 
with their capacity to take necessary risks involved in developing a career or relationships 
(McFarlane, 1989).
The severity and duration of the disorder seems to be varied: although nearly half of the cases 
are thought to make a complete recovery within the first three months (APA, 1993), in others, 
it can often have a persistent chronic course with a characteristic treatment resistance (Chamey 
et al, 1993). It is generally believed that the acute PTSD carries a good prognosis in majority 
of cases, however the chronic or delayed PTSD may have less satisfactory outcomes with 
often much comorbidity (APA, 1993). There is now much evidence to suggest that, contrary 
to expectations, acute pattern of morbidity is less common than the delayed onset or the 
chronic forms. Studies conducted in the early days following traumatic events have commonly
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found that most of the early morbidity had resolved in sufferers. However those studies in 
which long-term follow-up were conducted found that acute PTSD symptomatology thought 
to have been resolved often resurfaced at a later date (McFarlane, 1988; Solomon & 
Benbenishty, 1986; Patrick & Patrick, 1981). This may reflect the characteristically fluctuating 
nature of the reexperiencing and avoidance symptoms (APA, 1993), and thus point to the 
importance of long-term longitudinal studies.
Community studies estimate the prevalence of PTSD to range between 1% and 14% in the 
general population (APA, 1993), this being a function of both the rate of traumatic incidents in 
the community and the rate of morbidity within those experiencing the traumas. Studies 
estimate the prevalence rates of PTSD to be 15-35% in American Vietnam War veterans 
(VnVs), about 30-59% in people experiencing natural disasters, and even higher rates in those 
involved in man-made disasters e.g. torture, rape, physical assault (Allinson, 1991). Some 
argue that the prevalence rates of PTSD is grossly underestimated due to the lack of awareness 
within the medical and mental health professions (Gersons & Carlier, 1992), and the 
characteristic ambivalence of sufferers to seek help due to their overwhelming feelings of 
shame, humiliation, fear of stigmatisation and mistrust (McFarlane, 1989; Lindy et al, 1983). 
This is particularly true when the stressors in question involves experiences such as rape, 
torture, death camps, and traumatic war experiences (Peterson et al, 1991), where the basic 
sense of trust has been eroded. Thus, difficulties in detection may arise from the very nature of 
PTSD, in which most sufferers wish to avoid all enquiries concerning their traumatic 
experiences and hence seldom offer information (Kolb, 1984). Significant levels of 
underdiagnosing may also be a feature in emergency services personnel e.g. police, firefighters, 
where the prevailing ethos prevent display of ‘weak’ behaviour, and hence the reluctance on 
the part of personnel to seek help. Hillas & Cox (1986), for example, found very low 
voluntary referral rates among traumatised police officers and recommended routine debriefing 
to overcome this problem.
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The diagnosis of PTSD is often complicated, particularly when the disorder is of a chronic 
nature, due to the often found comorbidity with other major psychiatric disorders, with anxiety 
disorders, depression and alcohol abuse disorders being the most common. Davidson et al 
(1985) found lifetime prevalence rates of coexisting psychiatric disorders in VnVs with chronic 
PTSD to be: 41% alcohol abuse, 41% non-bipolar depression, 25% bipolar depression, 19% 
generalised anxiety (GAD) and phobic/panic disorders, 16% substance abuse, 6% 
schizophrenia, 3% obsessive-compulsive disorder (OCD), 3% each of antisocial personality 
disorder (APD) and schizoaffective disorder. Often these were of long duration, led to 
considerable morbidity with hospitalisation, loss of job, and disrupted personal relationships. 
Although these may constitute individual constitutional vulnerabilities irrespective of the 
presence of PTSD, it is interesting to note that all of these disorders developed subsequent to 
the onset of PTSD with an average of 3 to 7 intervening years (Davidson et al, 1985). It may 
also be that the ability of PTSD to resolve may be hindered by the presence of a coexisting 
disorder. McFarlane (1989) states that successful treatment of PTSD is difficult unless the 
associated disorders are also treated, but that this is seldom mentioned in the literature. For 
example, the emergence of a major depression is known to trigger or reactivate previously 
dormant symptoms of PTSD, especially flashbacks and nightmares, and treatment of 
depression were found to substantially resolve the PTSD symptomatology (McFarlane, 1989). 
Even when there are no comorbid disorders that meet the diagnostic criteria, PTSD symptoms 
rarely occur in isolation, with symptoms of anxiety, depression, panic attacks, and phobias 
often present (Solomon et al, 1992).
Thus it may be summarised so far that PTSD is a disorder of considerable prevalence and 
morbidity, which carries with it a substantial risk of chronicity, comorbidity and sometimes 
even mortality i.e. suicide (Davidson et al, 1991). However it is also important to note that 
not everyone who is exposed to traumatic events develop PTSD, and thus begs the question as 
to what factors influence the different outcomes. Many researchers have in fact posed this 
question and have investigated such wide and varying factors as the nature of the stressor.
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personality traits, coping style, defense mechanisms, premorbid psychiatric history, social 
environment in which recovery takes place, the wider sociopolitical context, etc. Green et al 
(1985) stresses that at least three factors need to be taken into account when considering 
PTSD. These are: 1) the nature and the intensity of the stressor, 2) characteristic of the 
individual, and 3) characteristic of the recovery environment. Among these variables, it is now 
widely acknowledged that the severity of stressor is the most important factor in determining 
the likelihood of developing PTSD, and this seems to be in direct proportion to the severity of 
the stressor (e.g. Peterson et al, 1991; Raphael, 1986; Green et al, 1983). Many studies have 
found actual bodily injury to be related to PTSD (Pitman et al, 1989; Kilpatrick et al, 1989; 
Helzer et al, 1987; Foy et al, 1984). However, the severity of stressor is influenced not only 
by the actual physical characteristic of the traumatic event per se, but also by one’s subjective 
perception of threat. Often it is the victim’s perception of how close they came to death or 
the meaning of the event which is crucial, rather than the reality of their experience (Foa et al, 
1992; McFarlane, 1989). For example, Riggs et al (1991) found, among recent rape and crime 
victims, the relationship between severity of assault and severity of PTSD to be mediated by 
perceived life threat. The interpersonal context of trauma was also found to be important in 
molding the phenomenology. Commonly, manmade disasters are found to have more 
detrimental effects on individuals than natural disasters (Fisher & Reason, 1988). It seems that 
victims find it much more difficult to come to terms with events once blame can be attributed. 
Traumatic events that result fi'om personal negligence or commission may maintain the victim’s 
preoccupation with the trauma through a desire for revenge (McFarlane, 1989). Interpersonal 
dysfunction is also found to be more severe in manmade disaster victims (e.g. torture, rape), 
caused by the violation of trust and the destruction of human dignity (McFarlane, 1989). In 
fact, Kilpatrick et al (1989) found rape to be a stronger predictor of PTSD than injury 
(Kilpatrick et al, 1989), although there seems to be an additive effect for physical injury and 
rape on the development of PTSD (Kilpatrick et al, 1989). Conversely, civilians in war zones 
report surprisingly low incidence of PTSD despite injuries and the proximity with death 
(Rachman, 1989; Saigh, 1988). This may point to the importance of the personal meaning 
attached to the event i.e. expectations, predictability, degree of support vs stigmatisation.
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However effects of trauma may also be influenced by the duration of the event, as research on 
VnVs commonly find incidence of PTSD to positively correlate with the length of time spent 
in combat (Foy et al, 1987; Foy et al, 1984).
Although the etiology of PTSD does seem to rest with the traumatic event, there are still large 
unexplained individual differences in the chronicity and the severity of the symptoms observed 
(Joseph et al, 1993). Hence once again, the role of the individual has gained importance, not 
as the cause of PTSD, but rather as mediating factors i.e. either in ameliorating or exacerbating 
the symptomatology (Peterson et al, 1991). There is some evidence to suggest that premorbid 
characteristics influence the outcome of traumatic events. For example, McFarlane (1988) 
found, in their subjects of firefighters with PTSD, that predisaster variables (adversity before 
the event, neuroticism, history of treated past psychological disorder, and tendency to avoid 
thinking through unwanted or negative experiences) were as important in influencing the onset 
and course of the disorder as were stressor variables (subjects’ losses, extent of exposure to 
the disaster, injury and perceived threat). Other variables considered salient in this respect 
include: 1) ego-strength, 2) effectiveness/nature of coping resources/defences, 3) presence of 
preexisting psychopathology, 4) prior stressful/traumatic experiences, 5) behavioural 
tendencies, and 6) current psychosocial stage of the victim (Erikson, 1968) and demographic 
factors e.g. age, SES, education, etc. (Peterson et al, 1991).
More recently, increasing attention has been given to cognitive factors such as cognitive 
schema, causal attribution, etc. as mediating variables. For example, Perloff (1983) states that 
PTSD is more likely to occur when the victim’s previous ‘illusions of invulnerability’ are 
suddenly shattered. Equally cognitive appraisal models (Epstein, 1990; Janoff-Bulman, 1985) 
predict that those who strongly embrace the view of the self as being invulnerable, worthy and 
lovable and the world as being benevolent, comprehensible and just would be most susceptible 
to PTSD due to the larger incompatibility that is created by the occurrence of the trauma. The 
victim’s attribution about the traumatic event also seems important. According to attribution 
theory, people have a need to explain the events that occur to them, especially when anything
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unusual, unwanted or unexpected occurs (Weiner, 1986), and the nature of an explanation for 
an event has consequences for how an individual responds to that event (Brewin, 1988). 
Joseph and his colleagues found that more internal and personally controllable causal 
attributions for disaster-related events were associated with greater psychiatric 
symptomatology in both adults (Joseph et al, 1991) and in adolescents (Joseph et al, 1993), 
and this relationship between causal attributions and emotional states can be observed in 
children as young as six years old (Graham et al, 1984). Thus it seems that symptoms of 
PTSD are enhanced by the perception of unexercised control (Foa et al, 1989), although it is 
doubtful whether control could have changed the outcome of the adverse event, or whether 
indeed it was possible to exercise control. Weiner (1986) in his cognitive theory of emotion 
states that a sense of guilt is related to internal and controllable attributions for negative 
events, while internal and uncontrollable attributions lead to the feelings of shame, both of 
which are commonly found in PTSD sufferers. It is not known however, whether cognitive 
distortions precede the onset of PTSD or whether chronic PTSD leads to cognitive distortions, 
although it is most likely to be bidirectional in nature.
The third set of important variables in determining the course of PTSD, which is often 
neglected in the formulations of the disorder (Green et al, 1985), is the psychosocial 
environment in which the recovery takes place. These include: l)social supports, 2) 
protectiveness of family and friends (“trauma membrane”), 3) attitudes of society, 4) intactness 
of community, and 5) cultural characteristics (Peterson et al, 1991). It is believed that the 
qualities of the environment in which the person attempts to work through the traumatic 
experience are correlated with outcome (Green et al, 1985). For example, in children, family 
functioning and the level of parental support has been shown to strongly influence children’s 
reactions and recovery (Boney-McCoy & Finkelhor, 1995; Allinson, 1991). Apart from the 
immediate social network of the victim, the wider sociopolitical and cultural aspects may also 
have to be taken into account, especially in terms of ascribing meaning to the traumatic event 
(Mclvor & Turner, 1995; de Silva, 1993). For example  ^ there may be strong disincentives for 
rape victims to report their experience, as claims of rape may be met with a host of negative
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outcomes including disbelief, blame, unsupportive behaviour and aversive publicity, and 
consequently many victims opt not to disclose (Kilpatrick et al, 1992). For political torture 
victims, there may be real or perceived danger of reprisal or stigmatisation (Mclvor & Turner, 
1995). Mistrust, hostility, interpersonal difficulties, and sense of isolation, which are all 
features of PTSD, may act as further impediments to individuals seeking help and utilising their 
social networks when this is most crucial. The importance of the environment in which the 
recovery takes place is further highlighted by Kolb (1984) in which he ascribes the reason for a 
higher frequency of chronic PTSD among VnVs than in those of earlier wars to the lack of 
general public support for the causes for which the soldiers had been fighting and the often 
hostile reception they received in returning home, apart from the type of warfare involved 
(stressor) and the uncertain military objectives (personal meaning). The environment in which 
recovery takes place can therefore be best understood as a perpetuating factor of the disorder 
(McFarlane, 1989).
The overall conclusion thus far seems to be that trauma differ in their likelihood to produce 
PTSD, and equally, individuals differ with respect to their likelihood of developing the 
disorder. Although exposure to a traumatic event is necessary to trigger PTSD, it seems that 
this is not sufficient to explain its onset. Similarly, none of the other etiological variables 
identified to be important are either necessary nor sufficient in explaining the pattern of 
morbidity in any group of PTSD sufferers. Edlund (1986) claims that the onset and 
maintenance of posttraumatic morbidity can only be understood when a complex etiological 
web of biological, psychological, and social phenomena are taken into account. It seems, 
therefore, that the various variables identified above may interact in complex ways to produce 
the complex symptom picture of PTSD. Many have in fact suggested that the three symptom 
clusters commonly found in PTSD may represent discrete categories of phenomena that have 
different etiological backgrounds (e.g. Joseph et al, 1994). For example, the disturbed arousal 
and affect are considered more directly symptomatic of the disorder which has a 
neurobiological basis, while intrusion and avoidance are seen as mechanisms of working 
through the experience which mediate the effects of exposure to a traumatic event and
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moderate its impact on mental health. Descriptions of this intrusion-avoidance complex are 
found in as wide a theory as dynamic (Brett & Ostroff, 1985; Lifton, 1979); cognitive 
(Horowitz, 1986), behavioural (Foy et al, 1987; Keane et al, 1985) and biological (Kolb, 1984; 
Kardiner & Spiegel, 1947), and is thought to be the hallmark symptomatology of PTSD, 
present in every type of victim groups studied (van der Kolk, 1987).
Strongest evidence for the existence of discreet PTSD symptom clusters comes from animal 
studies. Disturbances observed in animals subjected to unpredictable and uncontrollable 
aversive events remarkably resemble PTSD syndrome in humans and have also shown to 
produce consistent effects for the four (N.B. avoidance symptoms are subdivided into 
behavioural avoidance and dissociative symptoms) symptom clusters (e.g. Wolpe, 1952; 
Masserman, 1943; Pavlov, 1927). The degree of uncontrollability and unpredictability of the 
aversive stimulus has also been shown to correlate with the likelihood of the development of 
PTSD-like syndrome in animals. Termed “experimental neurosis,” this syndrome was 
characterised by a generalised fear and arousal, discrete fear of a conditioned stimulus (CS), 
analgesia and avoidance. Although some of these disturbances resemble features of other 
emotional disorders, the entire syndrome is found only in PTSD sufferers (Foa et al, 1992), 
namely, the symptom clusters of persistent arousal, reexperiencing, numbing, and avoidance, 
respectively. Furthermore, a characteristic alteration between sudden outbursts of agitated 
behaviours on the one hand, and a state of lethargy, passivity and withdrawal on the other, 
were observed in these animals (Mineka & Hendersen, 1985; Mineka & Kihlstrom, 1978), 
reminiscent of the fluctuating dynamics of the intrusion-avoidance complex in human PTSD 
sufferers. Thus the similarity between the animals’ symptoms and those of the trauma victims 
may reflect common etiological factors (Foa et al, 1992). The advantage of the animal model 
is in the fact that it allows for systematic examination of both biological and psychological 
processes underlying PTSD symptomatology.
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Perhaps the most interesting fact to emerge from these animal studies is the important role that 
memory processes play in fear conditioning (Wagner, 1981). For example, if the severity of 
stressor is held constant, animals are most likely to develop chronic symptoms of PTSD if the 
stressor occurs in a previously safe or pleasant environment (e.g. appetitive context) or despite 
a response that previously produced safety or pleasure (i.e. loss of control) (Foa et al, 1992). 
In humans, parallels can be seen in childhood sexual abuse (CSA), in which PTSD is most 
likely to result if the perpetrator is a father rather than a stranger (McLeer et al, 1988). 
Moreover, when expectations of a pleasant experience was violated, a single uncontrollable, 
aversive encounter was sufficient to produce long-lasting, intensive disturbances in these 
animals (Masserman, 1943), similar to chronic PTSD. On the other hand, in the absence of 
violating preexsisting appetitive expectations, repeated experience was necessary for the 
formation of PTSD-like symptomatology (Foa et al, 1992). This is in line with evidence from 
VnVs, in which PTSD was found to occur only in those with extensive combat experience 
(Foy et al, 1987; 1984). Animal studies also shed light on the apparent contradictions in the 
PTSD symptomatology picture found in humans. Previous experience with control of 
stressors was found to sensitise animals to friture uncontrollable stress (if it occurred in the 
same context) in terms of increased circumscribed fear and generalised arousal i.e. autonomic 
nervous system sensitisation, whilst the lack of previous control with aversive stressors led to 
more opiate mediated analgesia i.e. opioid system sensitisation with a subsequent 
uncontrollable shock (Mineka & Kelly, 1989). However, opioid system sensitisation only 
occurred if they previously had extensive experiences with uncontrollable shock. This may 
explain the preponderance of intrusion and hyperarousal symptoms relative to dissociative 
symptoms reported after a single trauma (e.g. flood victims) versus high rates of dissociative 
symptoms reported in those who have experienced repeated trauma such as incest and combat 
(Kilpatrick & Resnick, 1989; Green, 1989). Furthermore, Dancu et al (1991) found the 
presence of severe PTSD symptomatology i.e. dissociative symptoms to be associated with 
childhood abuse experiences in rape victims compared to those without such experience.
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Behavioural model of PTSD, one of the most influential theories to emerge in the 
understanding and treatment of PTSD, is derived from these animal studies of experimental 
neurosis. According to the “Two factor learning theory of psychopathology” (Keane et al, 
1985), PTSD is a function of both a) classical conditioning, wherein a fear response is learned 
through associative principles, and b) instrumental learning, whereby individuals avoid those 
conditioned cues that evoke anxiety. Thus avoidance is seen as secondary to intrusion, the 
former developing as an arousal-reducing mechanism in response to the latter (Creamer et al, 
1990). Once this ‘conditioned fear response’ is acquired during the trauma, mechanisms such 
as stimulus generalisation, higher-order conditioning (which involves associative learning), 
avoidance learning, and incomplete exposure to traumatic memories help to maintain the 
symptomatology. In understanding the ‘conditioned fear response’ in humans, it is perhaps 
important to consider the cognitive aspects of the intrusive symptoms. For example, Pavlov 
(1927) talked of a ‘secondary system of representation,’ whereby a mental network of 
recollections, verbal representations and images, which in humans play a role of a ‘second 
reality,’ can reinforce learning and conditioning in the absence of external reinforcement. That 
is, the endless repetition in nightmares and daytime cogitation of arousal-provoking 
recollections, by analogy, can result in PTSD in an endless sequence of self-induced 
reinforcements of the conditioned emotional response (Keane et al, 1985).
The importance of understanding the type and nature of intrusion symptoms is also 
highlighted by research findings. In two longitudinal studies, the extent of intrusion 
symptoms, but not avoidance, were found to be a causal link to the onset of PTSD 
(McFarlane, 1992) and to predict long-term psychopathology (Joseph et al, 1994; Baum,
1990). However in another study (Creamer et al, 1992), greater intrusion was found to be 
associated with lower subsequent distress. This seems to suggest that some forms of intrusion 
may actually be adaptive rather than maladaptive and provide support for Horowitz (1986)’s 
proposition that traumatic events lead to psychiatric disorder only as a consequence of an 
inability to integrate active traumatic memories in the individual’s preexisting schemata. 
According to his information-processing model, which is perhaps the most influential theory of
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PTSD, individuals hold mental models of the world which enables them to interpret incoming 
information and guide behaviour. The experience of a traumatic event presents an individual 
with overwhelming information that is incompatible with his/her schema and thereby causes 
distress. This creates a need for the individual to revise his/her schema in such a way as to be 
able to integrate the new information. From this, it follows that the more incompatible the new 
information is with the schema, the more distress it provokes, and the more processing that 
needs to be done. During this integration period, distress is regulated through phases of 
intrusion and avoidance, which oscillates in a way particular to the person until a relative 
baseline is reached when the person has worked through the experience. According to 
Horowitz (1986), both intrusion and avoidance are conceived as a normal mechanism whereby 
individuals adjust to the event, although these phases may become pathological. Thus some 
intrusive thoughts are thought to be adaptive while others characterised by cognitive 
distortions (e.g. negative automatic thoughts, negative attributions, etc. as discussed above) 
are maladaptive. Rachman (1980) states that efficient ‘emotional processing’ occurs when 
emotional disturbances are absorbed and decline to the extent that other experiences and 
behaviours can proceed without disruption. However, similarly to behavioural theories, 
Horowitz (1986) heeds caution in discussing traumatic events, because “for some victims, 
damage appears irreversible; horror was too great, and treatment can become only a reliving 
but not a dispelling of nightmares.” This may be particularly true when the symptom picture 
consists largely of dissociative symptoms rather than intrusion and avoidance.
Further support for this information-processing model i.e. incomplete processing of trauma in 
PTSD comes from the modified Stroop task experiments, which is regarded as an objective 
measure of information-processing (Stroop, 1935). In these experiments, trauma victims with 
PTSD, but neither trauma victims without PTSD or non-victimised healthy controls, were 
shown to exhibit significantly longer colour-naming latencies for trauma related words when 
compared to general threat or neutral words (Thrasher et al, 1994; Foa et al, 1991a). Foa et al 
(1989) suggest that PTSD symptoms can be most usefully conceptualised in terms of Lang’s 
‘fear structures,’ a hypothesised network of memory consisting of information regarding the
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feared stimuli, individual’s fear responses, and the individual’s interpretation of the fear-related 
stimuli (Lang, 1977). This structure is activated when information represented in such 
structure is presented e.g. trauma-related word, and consequently induces the learned fear 
response in the individual. Similarly, Horowitz (1986) suggested that incomplete processing of 
trauma-related information results in such information remaining in an ‘active form of 
memory,’ out of conscious awareness, but which can be easily activated. From this, it would 
follow that the presentation of trauma-related words would activate such structures in PTSD 
sufferers, and consequently interfere with the colour-naming task, as is indeed shown by the 
experiments. The intrusive signs of emotional activity and avoidance of reminders can 
therefore be seen as markers of unsatisfactory emotional processing and hence be a usefiil 
focus for intervention.
Following the varied theoretical formulations of PTSD, treatment methods have also been 
wide and varied. The most common treatments offered to trauma victims seem to be 
pharmacotherapy and individual psychotherapy (behaviour techniques, cognitive approaches, 
crisis intervention, psychodynamically oriented), which have been applied to variety of trauma 
populations: victims of combat, rape, child abuse, accidents, terrorism, and disaster (Solomon 
et al, 1992). The enthusiasm shown for treatment can be inferred from the preponderance of 
literature describing the efficacy of various treatment approaches for PTSD: 255 such reports 
in the English language since 1967. However the vast majority of these (244) have been case 
histories, or far less frequently, open trials (Solomon et al, 1992). This points to the urgent 
need for randomised controlled studies.
The only randomised controlled studies that exist are those of pharmacotherapy and 
behavioural techniques. The rationale for drug treatments lie in the underlying neurobiological 
changes observed in PTSD (Davidson, 1992). Evidence from the few controlled studies 
suggest that tricyclic antidepressants (amitriptyline, imipramine, desimipramine) and 
monoamine oxidase inhibitor (phenilzine) have a modest but clinically meaningful effect on 
PTSD intrusive symptoms, but not on avoidance symptoms. Drug effects on PTSD symptoms
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have only been demonstrated in controlled trials of eight weeks’ duration or more (Davidson et 
al, 1990), pointing to the slow response rate and the relative resistance of PTSD 
symptomatology to drugs. The most interesting finding to emerge is the almost total lack of 
response to placebo in chronic PTSD, differentiating treatment response of this disorder from 
other anxiety disorders e.g. panic disorder, agoraphobia, both of which show significant 
response to placebo in drug trials (Ballonger et al, 1988). This suggests the further evidence 
for its biologically mediated nature. However, given that PTSD may most likely be 
accompanied by other problems of adjustment including grief, guilt, poor self-esteem, social 
impairment, etc., a more comprehensive approach to treatment is required. Drug treatment for 
PTSD is therefore generally regarded as a useful adjunct to psychotherapy, for which it may 
serve a facilitative function (Friedman, 1991).
As regards psychotherapies, from what little systematic studies that exist, evidence so far 
seems to suggest the possible supremacy of behavioural techniques. In particular, imaginai 
flooding, a behavioural technique in which patients are ‘flooded’ with trauma-related images 
and thoughts, are considered to be most effective. The key component of all imaginai 
behaviour techniques is that the patient experiences anxiety in imagination, holding the image 
until he/she feels comfortable and no longer anxious, thereby leading to habituation and 
extinction. In the treatment of PTSD, imaginai flooding is preferred to in-vivo exposure due 
to the cognitive nature of the fear stimulus, and because real life exposure is impracticable or 
often impossible. Controlled studies have shown imaginai flooding/prolonged exposure to be 
the most effective in reducing anxiety, depression and intrusive symptoms of PTSD, when 
compared to supportive counselling or waiting list controls, although little effect has been 
reported for numbing and avoidance symptoms (Foa et al, 1991b; Boudewyns & Hyer, 1990; 
Keane et al, 1989; Cooper & Clum, 1989). In Foa et al (1991b)’s study, prolonged exposure 
was also compared with stress-inoculation training (SIT), a form of cognitive-behavioural 
therapy which involves coping skills training (Meichenbaum, 1975). They found SIT to be 
more effective than prolonged exposure immediately following treatment, but this reversed at 
the 3.5 month follow-up, showing the effects of prolonged exposure to be more enduring.
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They suggest that although SIT may provide immediate anxiety relief, patients may not have 
continued applying the technique after treatment, as is necessary for durable improvement. On 
the other hand, although flooding may produce temporary high levels of arousal, it may lead to 
permanent changes in the memory structure of trauma. This further highlights the importance 
of long-term follow-up in treatment evaluation studies. Results of controlled studies on 
systematic desensitisation (SD) also show this technique to be superior to hypnotherapy, 
psychodynamic therapy (Brom et al, 1989) and waiting list controls (Peniston, 1986) in 
reducing the intrusive symptoms of PTSD, improvements which lasted to the 3-month and 2- 
year follow-up, respectively. Despite these promising results, severe complications have also 
been reported with the use of flooding, with patients showing exacerbation of depression, 
relapse of alcoholism, and precipitation of panic disorders (Pitman et al, 1991). Evidence thus 
far suggests that, although behavioural techniques are generally considered as the treatment of 
choice in PTSD (Solomon et al, 1992; Peterson et al, 1991), caution needs to be exercised in 
its application. Furthermore, given its minimal effectiveness on dissociative symptoms, they 
may be better viewed as an adjunct to a more comprehensive treatment approach.
Although the relative lack of sound treatment evaluation studies makes drawing conclusions 
difficult, there seems to be a consensus among all treatment approaches regarding the general 
factors important in treatment. Firstly, that treatment should be instated as soon as possible in 
order to prevent complications from setting in e.g. chronic PTSD, other psychiatric disorders, 
social and occupational problems (Kolb, 1989). This is also guided by the conventional 
wisdom (though untested) that acute effects of recent trauma are more easily treatable than the 
chronic effects resulting from events in the distant past (Schwartz, 1990). Secondly, that all 
treatment of PTSD should be based on trust between the client and the therapist (Allinson,
1991), particularly as difficulties in establishing a therapeutic alliance are commonly 
highlighted (Lindy et al, 1981) as well as high rates of noncompliance (McFarlane, 1989; 
Burnstein, 1986). In one study, acceptability of treatment to victims and their involvement in 
the treatment process were found to be one of the major factors predicting successful outcome 
(Lindy et al, 1983). Interestingly, the level of clinical experience of therapist was also found to
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be an important predictor of success, in contrast to other areas of psychotherapy research 
where this is not found to be the case (Strupp & Hadley, 1979). In terms of more specific 
factors in treatment, a common factor in all psychotherapeutic approaches seem to be the 
element of ‘direct therapeutic exposure’ to memories of trauma, although the precise form 
differs between and within different models (Fairbank & Nicholson, 1987). The exposure to 
anxiety-provoking stimuli within a supportive therapeutic setting results in arousal attenuation 
and the ‘working through’ of trauma. Some form of cognitive restructuring is also common 
to all approaches, either overtly or covertly, whereby the client’s view about the self, trauma, 
and the world comes to be restructured in a more positive light.
Given the common elements of exposure and cognitive restructuring in all psychotherapies, it 
seems intuitively that cognitive-behavioural approaches may be best placed in the treatment of 
PTSD. Unfortunately there has been no controlled evaluation study of cognitive-behavioural 
therapy as yet with the exception of Foa et al (1991b)’s study of SIT. However, given the 
variability of symptomatology within the PTSD population, and the relative independence of 
treatment effects on the different symptom clusters, treatment may also have to be varied. For 
example, victims of a single trauma may respond relatively well to behavioural approaches, 
given the more frequent intrusive symptomatology, whereas those with long enduring 
trauma/chronic PTSD may need a different approach, given the existence of dissociative 
symptoms. For example, there is some anecdotal evidence to suggest that the integrative 
technique of hypnotherapy may be more effective in dealing with dissociative symptoms 
(Spiegel et al, 1988), although in the absence of controlled studies, this should be regarded as 
tentative. Surprisingly few emphasise the need for an eclectic or a comprehensive approach to 
treatment (e.g. Bleich et al, 1986; Kolb, 1986), but it may be that an integrated, flexible, client- 
centred approach utilising several treatment techniques is the approach that would most likely 
achieve best results, especially in the case of chronic PTSD.
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30th September 1994
Dear Miss Murakami
The Committee for the Scrutiny of Individual Clinical Qualifications has recently considered the 
Evaluation of Clinical Competence form submitted in relation to your third year of training in 
clinical psychology.
The Committee agreed that, following the successful completion of a two-year clinical psychology 
training course, you had satisfactorily completed a further period of 12 months’ supervised 
practice. You are, therefore, now eligible to register as a Chartered Clinical Psychologist.
Should you wish to register as a Chartered Psychologist it will be necessary for you to apply 
formally to the Society for registration, and the appropriate application forms are available from 
this office on request. You must not describe yourself as a Chartered Psychologist until you have 
received notification that such an application is successful. If you also wish to use the 
adjectival title "clinical" then you must join the Division of Clinical Psychology. The enclosed 
booklet "Infoimation on the Register of Oiiuiered Psychologists" may be of interest to you.
May 1 take this opportunity to congratulate you on the successful completion of your period of 
supervised practice.
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HELEN CLARK (Miss)
Administrative Officer
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26 May 1994
D rS F
Health Centre 
Battersea 
London SWll
Dear Dr F ,
Re! Ç F - d.o.b.
Battersea SWl 1
Thank you for referring this 31-year old lady with a view to counselling regarding her cyclical 
depression. I saw her on 25 May for an initial appointment.
C told me that currently she is feeling relatively stable in mood despite exam stress. She 
has not had any serious depressive episode since last December, which appear to have been 
precipitated by a break-up of a relationship. At the time she apparently felt she had truly "lost 
it," however was able to activate herself to get out of the depression. Despite having low 
ebbs, C feels that she is in better control of her depression, and furthermore feels she is 
getting somewhere in terms of her life goals.
Rather than the depression per se, C expressed her current difficulties as being her 
“paranoia” i.e. negative thoughts about others, which seem to occur spontaneously 
irrespective of her mood. At these time she gets angry and becomes “nasty” towards others, 
particularly towards her friends. Apparently her tenant just moved out two weeks ago as she 
could not cope with C ’s outbursts. Her friends have also given her a warning about her 
behaviours towards them.
At present, C would like help in changing her paranoid thinking and behaviour towards others 
e.g. verbally attacking them, and wants to gain better understanding of herself. She has sought 
private counselling in October 1993, however did not find it useful as she claims to have learnt 
nothing from the experience. She is however very motivated at present to tackle her 
difficulties.
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I have therefore taken her on for cognitive-behaviour therapy in challenging her “paranoid” i.e. 
negative pattern of thinking. I will be seeing her next on Wednesday, 15 June, after she has 
completed her exams. Meanwhile I have asked her to keep a diary of these paranoid thoughts 
as it occurs to gain a better understanding.
I shall let you know of any progress made in due course.
Yours sincerely.
Akiko Murakami 
Clinical Psvchologist
71
Department of Psychology 
Springfield Hospital 
61 Glenbumie Road 
London SWl 7 7DJ
14 October 1994
D rS F
Health Centre 
Battersea 
London SWll
Dear Dr F ,
Re: C F - d.o.b.
Battersea SWl 1
I am writing to let you know that I have now completed seeing this above 31-year old lady 
with cyclical depression. As you know, I began seeing Miss F in May this year for cognitive 
therapy.
At the time of the initial assessment, C described her difficulties as being that of her 
"paranoid" thinking, which seemed to occur irrespective of her mood, and her subsequent 
"nasty" i.e. angry behaviour towards others. In terms of her depression, she was not suffering 
from a depressive episode at the time of the assessment and felt she was in better control of her 
moods. We thus decided to concentrate on addressing her negative thought patterns.
Unfortunately I was taken ill shortly afterwards and had to therefore postpone our sessions for 
quite some time. On my return to work in September, I began seeing her again. By this time, 
C felt her depression was slowly coming back, and told me that it was a constant struggle 
to get out of it. She described having "mini-cycles" of depressions within a larger cycle of 
depression, and that she was usually able to get out of these "mini-cycles" by keeping herself 
busy and occupied. However she feels exhausted of constantly monitoring and worrying about 
her mood. Apparently when C gets depressed, her motivation decreases to the point of 
feeling "defiant"
e.g. defiant of taking medication, defiant of doing anything to lift her mood.
It appeared that C was "depressed" about "being depressed," as it stops her from achieving 
her goals, which in turn negatively affects her self-image. We discussed this during our 
sessions in some detail, however she still appears to find it difficult to live with her depressive 
illness. We also discussed about taking anti-depressants when she was depressed as it appears 
to have helped during her past depressive episodes. C however appears to feel negatively 
about taking any medication due to its implication of her being "dependent" i.e. not being self- 
sufficient.
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c  appears to be a person who sets high standards and expectations for herself, thus feeling 
self-critical when she fails to meet these goals. Having a depressive illness can be self- 
debilitating, and this illness obviously does not fit in with the self-image that C has of herself. 
Although C has told me that she has found our sessions helpful, it is my opinion that C 
would benefit from further cognitive work in the future to address these above issues to enable 
her to accommodate her depressive illness within her self-image. C also expressed wanting 
further help and support.
As you know, I will be leaving your practice this month, however I have told C to get in 
touch with you should she feel in need of further help.
Yours sincerely.
Akiko Murakami 
Clinical Psvchologist
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West Wimbledon CMHT 
Nelson Hospital 
Kingston Road 
London SW20 8DB
13 January 1995
D r S M  
Wimbledon 
London SWl9
Dear Dr M ,
O M - D.O.B. 
Wimbledon, SW19
Thank you for referring this above 36-year old man for assessment regarding his depression. 
Dr A K,
Consultant Psychiatrist, and I saw him at his home on 10 January for initial assessment. Mr M 
was tidy and well-groomed, and appeared relatively stable in mood. He was articulate and 
appeared to have good insight into his depression.
Current Problem
Mr M has been suffering from a recurrent depression, the current episode occurring in 
October 1994 after a negative assessment at work by his boss. Following this, he fell into a 
negative cycle of self-blame, self-doubt and low mood. He began to withdraw into himself and 
felt increasingly isolated and hopeless about his situation. He experienced sleep disturbance, 
mainly early awakening, and low libido. Since obtaining medication (Fluoxetine 20mg), his 
moods have become more stable, and he is now feeling more positive.
In the past, Mr M has taken a "stiff upper-lip" approach to his depressive illness i.e. the only 
thing he could do is to take medication and await remission. It was his mother, a counsellor, 
who suggested he address his problem through psychological therapy. Apparently, he initially 
felt reluctant, however through reading some literature on psychological therapy, he began to 
feel that he may benefit from talking and addressing his underlying problems. Mr M appeared 
quite keen on the cognitive approach, however we have pointed out to him that clinical 
depression can occur independent of life events and his personal difficulties i.e. cognitive 
therapy may not necessary eradicate depression, but that it would help to attenuate depression 
and enable him to deal with it better.
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Personal/Family History
Bom as the younger of the two siblings, Mr M had a normal birth and development. Mother 
(70) worked in publishing, but is now practising as a counsellor, having trained at the 
Westminster Pastoral Foundation. Father (65) works in advertising. His elder sister (38) is a 
photographer. Mr M described himself as being rather similar to his father, both being rather 
quiet and introspective, whilst his mother and sister were both very assertive and dominant 
within the family. He told us that his mother can be rather "overprotective" of him.
Education/Occupation
Mr M had public education at , where he was a head boy. He was a high achiever at
school, obtaining three A-levels at A grades. He then went on to Oxford, where he obtained a 
second-class degree in Politics & Philosophy in 1980.
Since graduating, Mr M went into retail management. He currently works as a manager at 
in Kingston, where he has been in employment for the past nine years.
Psychiatric History 
No family psychiatric history.
Mr M has a history of a unipolar depressive illness dating back to 1985, when he was first 
admitted to Atkinson Morley's with depressive psychosis. Since then he has had three serious 
episodes of depression, each time treated with anti-depressant medication. At present he is on 
Fluoxetine 20mg daily.
Previous Medical History
At age 6, Mr M had an operation for undescending testicles. More recently he has had a 
cyst removed fi*om his right testicle.
Relationships
This is the area in which Mr M finds the greatest difficulty. At age 15 he had his first sexual 
encounter with an older woman. He was apparently "not ready" for a sexual relationship at the 
time, and thus described this experience as a "disaster", an experience which seems to have 
affected him in later years. Since then Mr M has had few relationships.
Currently, Mr M is in a one-year relationship with a neighbour who lives downstairs whom 
he has known for some years. He described her as "supportive" and "understanding," having 
witnessed him go through two of his depressive episodes. However, he appears to feel the 
pressure of having to maintain the relationship.
Mr M also has had some difficulties in social relationships since adolescence, although not to 
the extent of social phobia. Apparently he could be outgoing at times, especially at large 
gatherings e.g. at parties, where the interaction tends to be superficial, whereas he finds one- 
to-one social interactions more intimidating and sometimes avoids them.
Personality
Mr M told us that people think of him as being quite "laid back." Mr M himself feels that he 
is "introverted" and "introspective." He felt he had a typical English "stiff-upper-lip" attitude, 
tending to bottle things up.
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Formulation
Mr M appears to be suffering from an episode of moderate unipolar depression with some 
somatic symptoms, currently in early remission. He is on Fluoxetine 20mg, to which he is 
responding well and feels happy to continue. It seems that his depressive episodes are 
invariably preceded by environmental stresses, the current one being a negative assessment at 
work by his boss. He seems to get into a cycle of negative thinking characterised by self-blame 
and self-doubt. However, underlying this, there seems to be a more long-standing problem of 
general low self-esteem and a lack of confidence which makes him more susceptible to 
depressive moods.
Plan of Action
It is our opinion that Mr M would be best helped by cognitive therapy, alongside medication, 
to address the above issues. I have therefore offered him eight sessions of cognitive therapy, at 
which point we will be reviewing the situation.
I shall let you know of any progress made in due course.
Yours sincerely.
Akiko Murakami
Clinical Psvchologist. West Wimbledon CMHT
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West Wimbledon CMHT 
Nelson Hospital 
Kingston Road 
London SW20 8DB
Tel: 081 544 1499
Fax: 081544 9033
5 April 1995
D r S M
GP Surgery 
London SWl9
Dear Dr M ,
0  IM - D.O.B.
Wimbledon, SW19
1 am writing to let you know that I have now finished seeing this above 36-year old man with 
depression.
As you know I saw O initially on 10 January 1995 with Dr K , for assessment purposes, and 
I had agreed to take him on for eight sessions of cognitive therapy to address his depressive 
thoughts and low self-esteem. I saw him last on 3 April to review his current situation.
O had just got back from his holiday abroad with his girlfriend, V , and appeared relaxed 
and vibrant. He has been off Fluoxetine for approximately two weeks, and has not noticed any 
mood changes. In fact, he felt that his libido had increased to the point that he was no longer 
experiencing any difficulties in the sexual aspect of his relationship. At the start of therapy O 
had been expressing the burden of responsibility he felt regarding the relationship, however he 
now seems to hold a more realistic view about the relationship. He now feels happy about the 
way in which the relationship is progressing and has just got engaged to V
In reviewing our sessions, O told me that the cognitive approach to looking at his problems 
had made the most sense to him, and that it has given him a good insight into his depressive 
pattern of thoughts. Throughout the therapy sessions, O showed good motivation and a 
willingness to change. He was able to identify the unhelpful beliefs and negative assumptions 
he held which predisposed him to depressive moods e.g. perfectionism, fear of disapproval, 
etc., and was able to modify these through actively testing them out in reality. This has given 
him increased self-esteem and confidence in himself, such that it has enabled him to challenge 
people and situations in a more assertive manner. This in turn has had the effect of increasing 
his sense of satisfaction and enjoyment in many areas of his life including work and in social 
relationships.
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In summary, I feel that O has made very good progress. He is no longer depressed, and is 
more positive in thought and assertive in his behaviour. I will therefore be discharging him 
from our present care. However in order to maintain the progress made, and to prevent the 
likelihood of future relapses, I have encouraged him to read and review the cognitive self-help 
manual on depression from time to time. O also expressed an interest in further 
psychodynamic therapy, an option which we had discussed at the start of our sessions. I have 
therefore given him a list of voluntary/private psychotherapy services which he could self-refer 
should he wish to do so in the friture.
Yours sincerely.
Akiko Murakami
Clinical Psvchologist. West Wimbledon CMHT
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West Wimbledon CMHT 
Nelson Hospital 
Kingston Road 
London SW20 8DB
29 November 1994
M sM H
Social Worker attached to GP Surgery
Wimbledon
London SWl 9
Dear Ms H ,
Re: N P - d.o.b.
Wimbledon SW19
Thank you for referring this above 24-year old lady for psychological assessment regarding her 
fear of meeting people and being in crowded places. I saw Miss P on 24 November at the 
West Wimbledon CMHT, Nelson Hospital for an initial assessment session. Initially she 
appeared rather anxious and hesitant, however she soon relaxed and talked openly about her 
difficulties. At times she became tearful when talking of her problems, which have obviously 
been very distressing to her.
I will not go into N 's detailed history here as you are no doubt already aware, but will instead 
concentrate on her current problems. N told me that she has always been a rather "shy" and 
"quiet" individual, although never feeling incapacitated by her personality in the past. She 
began to feel increasingly self-conscious and isolated since 1.5 years ago, which coincides with 
her starting her current job as a trainee cyto-screener at Bart's Hospital. She attributed this to 
her work colleagues' attitudes, being "cold" and "unfriendly," and N feeling as though they 
were all talking behind her back. This social anxiety had gradually generalised to various 
situations e.g. going to parties, meetings, and eating in public, etc., and she either escapes from 
the situation to reduce her anxiety or avoids them all together.
It seems that N 's problem has been made worse by her increasing isolation. All her friends 
whom she was close to during university have moved away from London, and she has not 
made any new friends. Also in talking of her family, she told me that she is no longer in touch 
with her father, who left the family for another woman, and she rarely had any contact with her 
mother and her younger sister, who both live in Skegness, Lincolnshire. N seemed to feel 
very hurt and bitter towards her mother "rejecting" her since her mother remarried.
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Significantly, N 's grandmother, to whom N felt closest, died in May this year, thereby 
compounding her sense of isolation. In effect, N 's only source of social support consists of 
T, her boyfriend of 3 years, and another female work colleague. N feels that she could 
confide in T about anything, although because of this, T has apparently also began to suffer 
fi’om social anxiety.
In summary, N appears to be suffering from social anxiety of about 1.5 year duration, which 
originated from negative experiences at her new job. Her anxiety seems to have been 
maintained by her avoidance behaviour which served to temporarily relieve her anxiety, but led 
to her increasing sense of isolation and distress. This sense of isolation appears to have been 
made worse by various "losses" in her social support network.
It is my opinion that N would be best helped by a cognitive-behavioural therapy, in which her 
irrational fears can be addressed and her various "losses" acknowledged. On a more practical 
level, learning various self-coping strategies, such as anxiety-management techniques, would 
also better enable her to tackle anxiety-provoking situations. I have therefore agreed to see 
her for six sessions to address the above issues.
I shall let you know of progress in due course.
Yours sincerely.
Akiko Murakami 
Clinical Psvchologist
c.c. Dr E E  , P Road GP Surgery
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West Wimbledon CMHT 
Nelson Hospital 
Kingston Road 
London SW20 8DB
Tel: 081 544 1499
Fax: 081 544 9033
24 March 1995
Ms M H
Social Worker attached to GP Surgery
Wimbledon
London SWl9
Dear Ms H ,
N P - D.O.B.
Wimbledon, SW19
I am writing to let you know that I have now completed seeing this above 24-year old lady for 
cognitive-behavioural therapy regarding her social phobia.
As you know, I initially saw N in November 1994 for psychological assessment and
subsequently took her on for eight sessions of cognitive-behavioural therapy. At the time of the 
initial assessment, N expressed anxiety and fears about being in social situations and 
crowded places e.g. travelling, shopping, attending meetings, parties, restaurants, etc., to the 
extent of running away from situations or avoiding them all together. I therefore explained to 
her the mechanisms of anxiety and the effects of phobic avoidance on maintaining her fears. 
We then worked on a systematic desensitisation programme based on a hierarchy of her feared 
situations, getting N to confront her feared situations from least to most anxiety- 
provoking. Through practical coping strategies, such as positive self-talk and relaxation 
techniques, N was able to work up the hierarchy.
In reviewing her progress on 21 March, N was no longer avoiding any situations such that 
she was even able to attend a job interview last week. Although she still does experience some 
initial anticipatory anxiety, N now realises that she can face up to these situations by
implementing the practised coping strategies. N is also able to recognise the progress she has 
made, and I have encouraged her to continue practising these strategies to ensure maintenance 
of her progress.
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During the sessions, we also explored N 's underlying insecurities, which may have 
predisposed her to developing social phobia. Prior to the development of her social phobia, N 
has had a number of significant "losses" e.g. father's disappearance fi-om the family, mother's 
remarriage and subsequent distancing, grandmother's death. University friends' departure from 
London, frequent house moves, which all led to N 's growing sense of insecurity compounded 
by the general lack of social support. N was able to acknowledge the impact of these life 
events and is now actively working on rebuilding her social support network. She has become 
more proactive in maintaining contact with her mother and also in developing social 
relationships. She is also taking active steps to move fi-om her current job, evident in her 
attendance of a job interview.
In summary, I feel that N has made very good progress in terms of overcoming her social 
phobia, evident by the reduction in anxiety, negative thoughts, and in the lack of behavioural 
avoidance. I will therefore be discharging her from our present care.
Yours sincerely.
Akiko Murakami
Clinical Psvchologist. West Wimbledon CMHT
c.c. Dr E E , GP Surgery
82
West Wimbledon CMHT 
Nelson Hospital 
Kingston Road 
London SW20 8DB
3 April 1995
MrB P
Consultant, Bums, Plastic and Reconstructive Surgery
St George's Hospital
Clare House
Blackshaw Road
London SW17 OQT
Dear Mr P ,
S F - D.O.B.
Wimbledon, London SW19
I am writing to let you know that I have now finished seeing this above 49-year old divorced 
Iranian lady for counselling.
As you know. Dr K and I saw her for initial assessment on 24 January 1995 following a 
referral fi-om Dr B , Senior Registrar to Professor Lacey. As Dr K had indicated in his 
letter to you, S appeared to have improved a great deal since Dr B 's assessment of her 
mood, however I agreed to take her on for brief counselling to address some of the underlying 
issues.
During the four times that I have seen her with the aid of her female cousin, N , or her son 
acting as an interpreter, S made visible progress. Although rather reluctant to talk in detail 
about her past traumatic experiences, putting this down to her personality i.e. being forward- 
looking rather than dwelling on the past, S was able to put her past into perspective. She no 
longer expresses any guilt feelings nor sees herself as a failure, but instead is able to show 
anger at the way in which she was treated.
At the time of her recent depressive episode, S appeared to have been rather isolated, 
compounded by the fact that she spoke little English. However since starting the English 
language course at college since January, she seems to have improved in both her command of 
the English language and in her confidence to speak it. She has also made friends through the 
course with whom she practices her English. In assessing her daily activities, it was evident 
that S was able to keep herself occupied with social activities, and she is now taking the 
initiative to do things by herself rather than relying on her son.
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As regards the abdomen striae, S is still hopeful about having the surgery, but her 
expectations of the benefits seem more realistic. She told me that she does not expect the 
striae to completely disappear, however that whatever improvements made would help to 
increase her self-confidence. At the beginning of our sessions, S had expressed the loneliness 
of not having a partner, and this seemed to be one of the major motivating factors for having 
the surgery. However she now feels that she could be happy even without a partner, a view I 
think which was bom out of increased social activities, social support, and by her emerging 
self-confidence.
In order to maintain the improvements made, I did encourage S to seek further counselling in 
order to address her past traumatic experiences. However S was quite adamant in her 
refusal of seeking outside help. She appears to be a rather shy individual who finds it difficult 
to open up to strangers. She told me however that she has and will confide in her female 
cousin, N , if she feels upset. Of interest, N is currently training to be a counsellor 
through the Pastoral Foundation.
In summary, I feel that S has made good progress. She is no longer depressed and has 
become more active in her daily schedule. Her social support network has expanded and her 
confidence increased. Her wish for plastic surgery remains unchanged, however I feel that this 
is based on a realistic expectation. I will therefore be discharging her fi-om our present care. I 
understand that you will be seeing her on 6th April for an assessment interview regarding the 
plastic surgery, so I hope this letter will be of some help to you in your decision.
Yours sincerely.
Akiko Murakami
Clinical Psvchologist. West Wimbledon CMHT
c.c. Dr S M , GP Surgery
Dr N B , Senior Registrar to Professor Lacey
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West Wimbledon CMHT 
Nelson Hospital 
Kingston Road 
London SW20 8DB
28 March 1995
Dr J A
Wimbledon Village 
London SWl9
Dear Dr Allen,
M W - D.O.B. 
Wimbledon, SW20
I am writing to let you know that I have now finished seeing this above 42-year old man 
regarding his excessive drinking and pathological gambling.
As you know I saw M initially on 26 January with Dr S T , Registrar to Dr K, for 
assessment purposes, and I had agreed to take him on for counselling regarding his 
drinking/gambling problems. I saw him for five sessions to assess his motivation for change 
(please see the Motivational Assessment Report enclosed for details) in order to work out his 
goals of treatment and practical strategies to achieve them.
As stated in the assessment report, M wished to aim for controlled drinking and gambling 
rather than towards total abstinence. This goal proved difficult to shifl; despite my pointing out 
the difficulties and pitfalls of the former. The programme was thus aimed at "harm 
minimisation" of increasing his awareness of risk-situations and reducing the possibilities of 
chaotic drinking and gambling.
M appeared well motivated to address his problems and did all of the "assignments" with 
keen interest. To date, he has been able to lose two stones in weight, which was required for 
him to have the hernia operation. He is now also back with his girlfriend, whom apparently 
had recognised his efforts at addressing his problems. M has also been able to adhere to the 
programme that we had agreed on, excepting one "relapse" when he ended up going over the 
agreed maximum limit set for drinking and subsequently broke the limit set for gambling as 
well. However this relapse enabled M to see more clearly the inter-relationship between his 
drinking and gambling, and led him to acknowledge the difficulties of controlled drinking and 
gambling. Nevertheless he remains motivated and optimistic about his chances of succeeding.
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The current agreed maximum limits are:
Drinking - 21 Units per week
10 Units at any one time 
No consecutive drinking days
Gambling - £100 per week
£100 extra for main horse racing events
I felt that this was rather a high maximum limit, however M does not wish to reduce any 
further at present. Hopefully he may decide to become abstinent or at least reduce his 
maximum limits in the fijture through personal experience.
At the end of our sessions, M also expressed an interest in psychotherapy to address some 
issues, although he was unsure of what these issues were. I have therefore given him a list of 
counselling/psychotherapy services which he could self-refer should he feel necessary.
I will therefore be discharging him from our present care.
Thank you.
Yours sincerely.
Akiko Murakami
Clinical Psvchologist. West Wimbledon CMHT
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CONFIDENTIAL
MOTIVATIONAL ASSESSMENT REPORT
NAME: M W
DATE OF BIRTH:
DATE OF ASSESSMENT: 01.02.95.
PLACE OF ASSESSMENT: West Wimbledon CMHT Base,
Nelson Hospital, Kingston Road, SW20
INTRODUCTION
Motivational interviewing was conducted in order to assess M 's motivation for stopping his alcohol 
use and remaining abstinent. For this purpose detailed information was obtained related to his usage 
and effects and consequences of drinking. M 's goals for treatment was also ascertained. The
interview procedure was taken from the Comprehensive Drinker Profile (Miller & Marlatt, 1984).
REASONS FOR DRINKING
Apart from liking the taste of wine, the main reason for M drinking is for social reasons i.e. 
increasing the enjoyment and for the positive mood-enhancing effects. In a social situation, M can 
feel "shy," and thus alcohol enables him to "come out of his shell." Alcohol has the positive effect of 
loosening his tongue, and enables him to feel more at ease in a social situation. As a teenager, M felt
self-conscious and lacked self-confidence due to acne problems. He felt he was a poor
conversationalist and did not have a girlfriend. Since beginning to drink regularly at the age of 21, he 
has felt much more confident about himself. He began drinking excessively around age 27-28, and now 
feels "overconfident."
M also drinks alcohol for relaxation purposes, particularly in terms of relieving his financial stress. 
He states that he is not a worrier as such, however alcohol helps him to wind down in the evenings.
TRIGGERS FOR DRINKING
M was unaware of any inner triggers i.e. thoughts or emotions, which led him to drink. He felt his 
drinking was more of a habit, determined by external factors. He drinks mostly in the evenings at home 
with a meal and on weekends at a social occasion. He also often goes to a betting shop on Saturdays to 
gamble, then go to the pub afterwards to drink with his gambling friends.
The least likely situation for M to drink is when he is working, even if he is having a pub 
lunch in between. At these times he does not really think about drinking as he has made a 
conscious decision not to drink.
87
EFFECTS OF DRINKING
The main effects M obtains from drinking are positive emotional sequelae of a) a sense of well­
being i.e. feeling "happy" and "relaxed" and b) confidence i.e. feeling "friendly" and "outgoing." He 
starts feeling these effects after 4-5 units, however when he proceeds to consume large quantities of 
alcohol i.e. 18-20 units preceded by similar amounts on consecutive days, the cumulative effect causes 
him to become disinhibited, verbally and physically aggressive, and subsequently to black out. 
Afterwards M gets bad hang-overs and feels angry towards himself. The fact that M drinks to 
achieve positive emotional states may indicate the need for him to learn alternative ways of obtaming 
these effects. He may also need additional coping skills for the negative emotional states he 
experiences.
M felt that if he currently stopped drinking he would be able to manage as he is now avoiding all the 
pubs and drinking friends. He told me that he would feel it a shame that he couldn't drink in social 
occasions, however that he would be confident about resisting alcohol once he had laid down the rules.
ADVANTAGES/DISADVANTAGES OF DRINKING
Apart from the immediate positive emotional effects as stated above, M felt that drinking had mostly 
negative effects in the long-term. The positive effects he saw were mostly just social i.e. joining in with 
others. He felt that if he did not drink he would not feel ostracised, but that he would not be enjoying as 
much and would feel "deprived."
In terms of the immediate negative effects of drinking, M listed the negative consequences of 
excessive drinking (i.e. disinhibition, verbal and physical aggression, and blackouts) and hangovers. He 
has often experienced memory lapses of what he had done during his excessive drinking when he had 
offended someone or had rows, and the next day he would feel guilty about this.
In the longer-term effects of drinking, M was able to recognise many negative consequences. These 
were in terms of:
1) Emotional - depression; 6-9 years ago, he was depressed through excessive
drinking, feeling unmotivated, hopeless and disillusioned
2) Cognitive - poor memory
3) Physical - poor health; has had liver problems and incisional hernia subsequent to a
bowel operation
- feeling lethargic and unfit
- poor diet
- lack of exercise; weight gain
1) Social - upsetting people, losing fiiends/girlfriend
2) Occupational - loss of time through hangovers; as he is self-employed he used to take time
off work on Mondays and Fridays.
3) Financial - drinking increases the likelihood of his gambling, thus leads to
financial loss; he has had large debts due to this and currently faces 
large income tax and VAT bills.
4) Legal - due to his verbal and physical aggression when drunk, has led to
criminal conviction
Thus M was able to see that the negative effects far outweighed the positives of drinking.
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MOTIVATION FOR TREATMENT
The main reason for M seeking help now is due to the crisis caused by losing his girlfriend from 
excessive drinking and a recent letter from the Inland Revenue demanding payment of the outstanding 
income tax (he has not received an invoice for the VAT yet). He told me that "everything came 
together" at this point, which made him realise that drinking, gambling, work, relationship, etc. were all 
inter-related in a negative spiral, and that he needed to sort it all out to turn it into a positive spiral. He 
realises that he needs to work regularly to pay the tax and wants to stop upsetting his girlfriend and 
family.
This is the first time M has ever sought professional help for his drinking and gambling problem. In 
the past, his parents, friends, girlfriend and GP have all advised him to cut down on his drmking or even 
become a teetotaller, however until now he had not taken any active steps to do so. He now realises that 
he needs to cut down, and therefore has told people of his decision. He claims his family and some of 
his friends to be very supportive, phoning him egularly to encourage him.
M feels quite optimistic about his situation. He feels that if he stops drinking and works diligently, 
he would be able to pay the debts and taxes, and that he could re-establish the relationship with his 
girlfriend. So far he has taken active steps to stop drinking by getting rid of all alcohol beverages in his 
flat, avoiding people and places that would encourage him to drink and gamble, and trying to occupy his 
time by throwing himself into work and increasing other leisure activities e.g. bridge class, reading, 
watching videos. He has also began taking brief walks everyday.
IDEAL OUTCOME
Although some people have advised him to become a teetotaller, M is adamant about his ideal 
outcome being that of controlled drinking and gambling. He told me that he would like to aim for six- 
months' abstinence from drinking and gambling, subject to the "odd negotiable drink and gambling" that 
are pre-planned. This would enable him to lose the two-stones in weight which is necessary for his 
hernia operation and to prove to himself about his ability to control his drinking and gambling. 
Thereafter he wishes to commence controlled drinking and gambling.
The difficulties and pitfalls of controlled drinking and gambling were pointed out to him. Nevertheless 
M was determined to pursue this path. He told me that if controlled drinking and gambling proved 
not to work, he would then give up, thus this in itself being an incentive to make sure it works.
CONCLUSIONS AND RECOMMENDATIONS
As can be concluded from the above, M appears to be currently well motivated to address his 
drinking and gambling problems. He has shown his willingness to change his circumstances through 
taking active steps to minimise the likelihood of him resorting to alcohol or gambling. However 
analysing some of the ideas that he has expressed, and given that this is his first attempt at addressing 
his problems, it appears that M remains seemingly naive about his chances of becoming a controlled 
driiier and gambler. Shifting his goals to total abstinence proved difficult however, and therefore it 
would be more advisable to work towards the goal of harm minimisation at present i.e. increasing his 
awareness of risk-situations and minimising the possibility of uncontrolled drinking and gambling.
Akiko Murakami
Clinical Psvchologist. West Wimbledon CMHT
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CONTROLLED DRINKING PROGRAMME
M W
Personal Limits: Up to 21 Units per week
Maximum of 70 Units at one time 
No consecutive drinking days over 7 Units
* At the start of each week, list all the engagements, then plan how much you are going to 
drink at each occasion.
* Write them down on a weekly diary.
* At times when you are planning to drink, especially on social occasions:
1) Pre-plan how many units you are going to consume and don't change your plan
2) Tell your friends, etc. your plan (in units) and ask them to respect it i.e. not encourage you 
to drink more.
3) Try to space out your drinking by alternating between alcohol and soft drinks/fruit juice.
4) Have low-alcohol alternatives if you can.
5) Review your drinking plan afterwards and record it in your drinking diary
6) If you succeed, reward yourself e.g. making a chart of successes, etc.
*Watch out for:
1) Abstinence Violation Effect^ - once you've gone over your personal limit i.e. had a 
relapse you start thinking that all is lost, and therefore you might as well forget about the 
plan and get completely drunk.
All is not lost, but think of it as a slight "lapse," from which you can learn where you went 
wrong.
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2) Seemingly Irrelevant Decisions** - you decide to do something which seems on the 
surface to be unrelated to drinking, but which in fact you are setting traps for yourself, 
which even a superman would find it difficult to resist.
e.g. deciding to go to the library and taking a road with a pub where you know you will 
bump into people who will urge you to drink.
So think beforehand whether or not you are setting traps for yourself and avoid these 
situations prior to. not as it happens, when it will be much more difficult to resist.
e.g. take another road to get to the library.
3) Demotivation - at the start of any programme you may have a great deal of motivation, 
but it is easy to loose motivation afl;er a while. At these times, it is tempting to relax your 
rules.
So, motivate yourself continuously by charting your progress and put the chart up where 
you can see it e.g. on the fridge.
Remind yourself of why you have decided to cut down your drinking in the first place 
e.g. list of positives of controlled drinking and negatives of continued excessive drinking.
Once in a while give yourself a tangible reward e.g. once every two months, buy yourself 
new books, clothes, etc.
4) Over-confidence - when you have been able to stick to your controlled drinking for some 
time, you may start thinking that you have succeeded, thus testing out your will-power by 
deliberately putting yourself in risky situations.
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SITUATIONAL CONFIDENCE 
OF RESISTING ALCOHOL
M W
SITUATIONS CONFIDENCE LEVEL (%)
Most Confident
Negative Physical States 
e.g. I f  I  was in a lot ofpain
Interpersonal Conflict
e.g. I f  someone close to me was suffering
Social Pressure
e.g. I f  I  was invited to someone's house and they offered me a drink
Testing Personal Control
e.g. I f  I  wanted to test my will-power by showing I  could really stop 
after 1 or 2 drinks
Urges & Temptations
e.g. I f  someone in the same room was drinking
Negative Emotional States
e.g. I f  everything was going badly for me
100
93
93
87
87
80
Pleasant Social Situations 
e.g. I f  I  wanted to celebrate with a friend
Positive Emotional States
e.g. I f  something good happened and I  wanted to celebrate
80
30**
Least Confident
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CONTROLLED GAMBLING PROGRAMME
M W
Personal Limits : £ 100 per week stake money
(regardless of winnings)
£100 for major horse racing events
(i.e. total of £200 for weeks with major events)
*At the start of each week, plan how much you are going to bet for each horse race.
*Write them down on a weekly diary.
*At the start of each week, withdraw £100 from the bank, then keep the money separately 
e.g. in a tin in the kitchen.
Don't mix your betting money with other money as this will blur the boundaries.
*When you are betting:
1) Don't drink beforehand or during betting. Remind yourself about the disinhibition effects of 
alcohol.
2) Don't hang around the betting shops. Place your bet, then come out immediately.
The atmosphere of the betting shop may increase your urge and tempt you to continue 
betting.
3) If you win, keep this money separately from your betting money. Preferably, put this 
money in a separate building society account. In this way, you will be less tempted to use 
the winnings to bet ftirther.
This will also serve as a reward.
4) If you lose, don't be tempted to chase your losses. Look forward to next week's betting. 
Also, think of your losses in terms of a payment for entertainment just as you would pay to 
see a film or to dine out.
5) Review your gambling plan afterwards and record it in your gambling diary.
6) If you succeed in sticking to your plan, reward yourself by marking on a chart.
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*As in drinking, watch out for:
1) **Abstinence Violation Effect*'
Think of all the successes you have had so far e.g. how much money you have 
accumulated in the building society.
2) "Seemingly Irrelevant Decisions "
3) Demotivation
Motivate yourself continuously by charting your successes where you can see it.
Refer back to why you decided to cut down on gambling, especially in terms of financial 
problems. This would be particularly effective if you put up a record of your accumulated 
building society savings next to the list of past debts you had incurred through gambling.
Once in a while reward yourself with tangible rewards i.e. from the building society 
savings.
4) Over-confidence - Remind yourself of the "slippery slope"; how easy it is to get out of 
control once you've relaxed your personal limits. Think of past relapses.
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ABSTRACT
The effects of withdrawal symptoms on “interrogative suggestibility” (Gudjonsson, 1983, 
1984a) were investigated in this present study. Interrogative suggestibility, as measured by the 
Gudjonsson Suggestibility Scales (GSSl & GSS2) has been identified by Gudjonsson as being 
a relatively stable personality trait of an individual, however at the same time being influenced 
by situational characteristics such as the physical environment and the individual’s physical and 
mental health conditions. Gudjonsson has also been able to identify norms for different groups 
of individuals, with the forensic group in general being more suggestible than the normal adult 
population.
In this present study, suggestibility in opiate addicts was specifically investigated. It was 
hypothesised that opiate addicts as a group would be more suggestible than the normal adult 
population due to their situational circumstances e.g. poor physical and mental health 
conditions and personality traits e.g. low self-esteem, and similar to forensic populations. It 
was also hypothesised that opiate addicts would be particularly vulnerable during the period of 
acute opiate withdrawal due to increased levels of anxiety, uncertainty, physical and 
psychological disturbances. In order to evaluate these hypotheses, scores on interrogative 
suggestibility and various other psychological factors were compared between a group of 
patients undergoing a methadone detoxification programme in an inpatient drug treatment unit 
(DETOX group, N=21), and a group of residents at various residential rehabilitation houses 
who have come off drugs and are no longer suffering fi-om withdrawal syndromes (REHAB 
group, N=19).
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Significant differences were found between the two groups on measures of suggestibility, and 
withdrawal symptom related factors i.e. withdrawal symptoms, health problems. General 
Health Questionnaire (GHQ), Spielberger state anxiety scores, with the DETOX group having 
greater physical and psychological problems, and higher suggestibility than the REHAB group. 
Suggestibility scores for the REHAB group were similar to, and those for the DETOX group 
higher than, those of a forensic population.
From these results it is argued that opiate withdrawal syndrome acts as a major situational 
factor influencing opiate addicts’ suggestibility levels. These findings are discussed in relation 
to the context of police interrogative situations and the reliability of confessions made by 
suspects dependent on opiates. Criticisms of the present study are also made with some 
suggestions for future research.
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CHAPTER I: INTRODUCTION
1.1. GENERAL INTRODUCTION
It is generally agreed that there is a close association between drug use and crime, documented 
in many crime statistics in the developed countries (Hammersley et al, 1990; Inciardi, 1979) 
and acknowledged by the mass media in general. In Australian studies, 40% of the sample of 
incarcerated male property offenders reported that they were regular or occasional users of 
heroin (Dobinson & Ward, 1985), and 90% of addicts seeking entry to methadone 
programmes had convictions for property offences (Bell et at, 1990). Although property 
crimes appear to be the main area of criminal activity in which heroin addicts engage i.e. to 
finance their expensive drug habit, it is not uncommon for them to be involved with the legal 
system for various other criminal offences during their drug ‘career’. Many opiate addicts are 
taken to the police station for questioning regarding their involvement in the alleged crimes. In 
these circumstances most are taken directly off the streets to spend up to 24 hours and 
sometimes more in the police station without any supply of drugs. For opiate addicts these are 
times of high stress and anxiety: not only do they need to contend with the uncertainties and 
stress surrounding the procedure, they also have the added stress of suffering from withdrawal 
symptoms and worrying about when they will be able to obtain the next supply of drugs.
Because of the high incidence of drug-related crimes, and as many people admitted to prison 
either on remand or as convicted prisoners may be dependent on drugs or have drug-related 
problems, medical officers are generally experienced at dealing with drug withdrawal (Ghodse, 
1989). They would ensure to check for withdrawal symptoms in suspects brought to the police 
station. However, on many occasions inadequate amounts are prescribed, if at all, and there 
are general limitations in the assessment and prescribing policy. As the objective of the police 
interrogation is to obtain a confession from the suspect, assessment of withdrawal poses a 
great problem for the medical officer in view of the non-therapeutic context in which 
observation and evaluation of symptoms must be carried out. Indeed a study conducted in a 
remand prison found that nearly all prisoners had been held by the police for up to 24 hours 
prior to entry to prison, and at the moment of first assessment, most had not taken drugs for 24
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to 48 hours (Jeanmonod & Harding, 1988). Recognised signs and symptoms of opiate 
withdrawal were shown to be frequently present on entry to prison (Jeanmonod, Harding & 
Staub, 1991). Medical services in remand prison are faced with individuals suffering from 
acute withdrawal symptoms following enforced abstinence (WHO, 1990) at the police station.
Opiate withdrawal of suspects brought in for police interrogation poses special problems and 
may have dire legal implications. More specifically, it poses doubts on the reliability of 
confessions obtained under these circumstances. Withdrawal is sudden, involuntary, and 
unexpected. This accompanied by the highly stressfiil experience of interrogation, 
incarceration, and the early stages of criminal proceedings when psychological disturbances 
have been shown to be frequent (Harding & Zimmerman, 1989) all add to the likelihood of 
heroin addicts making unreliable confessions. This may be due partly to the anxiety and 
confiasion that the addict is experiencing, which makes him/her more likely to be susceptible to 
the pressure and misleading questioning by the police (concept of “interrogative suggestibility” 
Gudjonsson & Clark, 1986), and/or due to the addicts need for drugs, which may compel 
him/her to go along to any extent with the police’s demand in order to secure a faster release 
and hence access to drugs (concept of “compliance” Gudjonsson, 1989a). Despite the general 
knowledge that many suspects brought in for police interrogation are dependent on opiates, 
together with the recognition of the adverse physical and psychological effects of opiate 
withdrawal syndrome, there has been no published study to date which has looked specifically 
at the vulnerabilities of this client group under this particular circumstance. In the field of 
forensic psychology, Gudjonsson has investigated the phenomena of “interrogative 
suggestibility” i.e. susceptibility of an individual to formal questioning, in various populations 
including the normal adult population, forensic subjects and people with learning difficulties 
(Gudjonsson, 1992) and has identified various factors making individuals more susceptible. He 
also recognised the problem of drug addiction in many forensic clients and has gone as far as to 
suggest the likelihood of drug withdrawal as an influencing factor in increasing suggestibility
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(Gudjonsson, 1992). What is needed is a research study specifically investigating the influence 
of withdrawal syndrome in opiate dependent individuals to vulnerability to interrogative 
suggestibility. If there was such a relationship, it would have legal implications for the 
reliability of confessions obtained under these circumstances.
1.2 POLICE INTERVIEW AND INTERROGATION TECHNIQUES
It is generally believed by the police that most criminal suspects are reluctant to confess their 
crime because of the shame associated with their action and the legal consequences of their 
admission (Gudjonsson, 1992). Hence, a certain amount of pressure, deception, persuasion 
and manipulation are said to be necessary in order for the “truth” to be revealed (Walkley, 
1987; Inbau et al, 1986). The police have developed various tactics and techniques to assist 
them in obtaining confessions fi’om suspects as outlined in various police manuals (Walkley, 
1987; Inbau et al, 1986). In this context persuasive interrogation techniques are thought to be 
an integral part of achieving this end. Zimbardo (1967) argues that these techniques employed 
by the police are psychologically sophisticated and “coercive,” and may even result in a false 
confession.
There are various factors in the police interrogation itself and circumstances surrounding it 
which make it potentially more likely for a suspect to confess. Two major factors are anxiety 
and fear induced in the subject. Irving and Hilgendorf (1980) cite three general classes of 
stressors relevant to the police interrogation situations. These are 1) stress caused by the 
physical environment at the police station, 2) stress caused by confinement and isolation from 
peers, and 3) stress caused by the suspect’s submission to authority. Each of these classes of 
stressors are capable of causing sufficient anxiety, fear and physiological arousal in the suspect 
to markedly impair his/her performance during interrogation (Gudjonsson, 1992).
Another major area of stressors are the uncertainty and lack of control that the suspect has 
over the environment. The timing and duration of the interrogation, confinement and social
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isolation from others appear to be very important factors in this respect (Irving & Hilgendorf, 
1980). The suspect may be anxious about not knowing how long they are going to be held, 
and what is going to happen to them. Even for non-addicts the interrogation situation may be 
so stressful as to impair their ability to exercise their powers of judgement and legal rights 
(Leiken, 1970). For an opiate addict these stresses are fijither heightened by the actual physical 
discomfort of withdrawal, plus the fear of not knowing when they can obtain their next supply 
of drugs and what will happen to them if they cannot. Such factors as social isolation, sensory 
deprivation, fatigue, hunger, lack of sleep, physical and emotional pain and threats have all 
been shown to powerfully influence the decision-making of suspects and hence the reliability of 
their statements (Shallice, 1974; Hinkle, 1961). These factors are said to commonly result in 
impaired judgement, mental confusion, and disorientation, and increased suggestibility (Hinkle, 
1961).
In the context of such a stressful physical environment and the nature of police custody itself, 
the techniques employed by the police interviewer may further add to the likelihood of the 
suspect confessing. These tactics and techniques are outlined in the various police manuals 
(Walkley, 1987; Inbau et al, 1986). The main objective is to obtain a confession by matching 
the type of technique used to the particular personality and vulnerabilities of the individual 
suspect. One of the most powerfiil tactics is said to be the manipulation of an individual’s guilt 
feelings or low self-esteem, whereby any residual resistance is broken down. Another effective 
technique which is of particular relevance to drug addicts is to tell the suspect he/she will be 
held indefinitely unless he/she tells the “truth” i.e. agrees to police demands and makes a self- 
incriminating confession.
Although in the U.K., police interrogators are not formally trained in these manipulation 
tactics, studies looking at police interrogation procedures have found these tactics to be used 
frequently (e.g. Walsh, 1982; Irving, 1980; Softley, 1980). In Irving’s study which looked at 
interviews of suspects by detectives at Brighton Police Station, he found various tactics and
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techniques used, which had serious consequences for the suspect involved. Firstly, many 
suspects showed distress and seemed to be in an abnormal mental state before their 
interrogation. Part of the distress was seen to be caused by unfamiliarity with the police cells, 
being confined against their will, being isolated from social contact, and being under physical 
control of the police. Secondly, immediately prior to the interrogation, 36% were observed to 
be either intoxicated (18%) or mentally ill (18%). A number of other suspects were considered 
to be in an abnormal mental state due to the fear and anxiety of the interrogation itself. Thus 
taken together, about half of the suspects were in some way said to be mentally disordered 
during their interrogation. Thirdly, in about two-thirds of cases, the police were observed to 
use persuasive and manipulative interrogation tactics to obtain information and admissions. 
The most frequently used types were a) telling suspects that it was futile to deny their 
involvement in the crime and they might as well own up to it (including use of “information 
bluffs” - police pretending they had more information to link the suspect with the crime than 
they had), b) influencing the suspects’ perception of the consequences of confession by 
minimising the seriousness of the offence and manipulating the suspects’ self-esteem so as to 
make it easier for them to confess (in 47% of the cases), c) advising suspects that it was in 
their best interest to confess (33%), d) using custodial conditions, such as confinement and 
asserting authority (40%), which may adversely affect the decision-making of suspects, 
particularly for drug addicts, and e) the offer of promises relating to police discretion, 
suggesting that unless the suspect cooperated friends and acquaintances would be interviewed 
(23%). It was concluded from the study that the police commonly used manipulative and 
persuasive interrogation techniques, which appeared highly effective in securing admissions.
It can be argued that some form of persuasion is always needed for a suspect to confess, hence 
“coercion” is part and parcel of the police interrogative procedure. No police interrogation is, 
or ever will be, free of some degree of coercion (Gudjonsson, 1992). It is an important and 
effective means by which police obtain confessions, and hence secure convictions. In some
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cases confession from the suspect may be the only source of conviction when hard forensic 
evidence is lacking. However, because of the sheer weight that confessions carry, the 
reliability of confessions must be ascertained beyond reasonable doubt. Gudjonsson (1992) 
discusses five potential problems with police interrogation techniques. These relate to 1) the 
extent and nature of the manipulation and persuasion used, 2) the ethical and professional issue 
of employing trickery, deceit and dishonesty, which may threaten public respect for the 
professionalism of police officers and create resentment on the part of the suspect, 3) innocent 
suspects may be manipulated to confess, particularly those who are most vulnerable, 4) the 
ways in which psychological manipulations during interrogation may adversely influence the 
perceptions of judges and jurors when they listen to the police evidence in court, and 5) the 
fact that police manuals are based on experience rather than objective and scientific data. 
Faced with these inherent problems, adequate training and awareness on the part of the police 
interrogator is needed to safeguard the rights of those wrongly accused, in particular of those 
who may be most vulnerable.
1.3 CONCEPT OF “INTERROGATIVE SUGGESTIBILITY”
Of particular relevance to false confession of suspects is the concept of “interrogative 
suggestibility.” This is defined by Gudjonsson and Clark (1986) as ‘the extent to which, within 
a closed social interaction, people come to accept messages communicated during formal 
questioning, as the result of which their subsequent behavioural response is affected.’ This 
definition comprises five interrelated components which form an integral part of the 
interrogative process: 1) a social interaction, 2) a questioning procedure, 3) a suggestive 
stimulus, 4) acceptance of the stimulus, and 5) a behavioural response (Gudjonsson, 1992). 
Gudjonsson and Clark’s theoretical model of interrogative suggestibility views suggestibility as 
being dependent upon the coping strategies people can generate and implement when 
confronted with the uncertainty and expectations of the interrogative situation, emphasising the 
individual differences affecting the degree of suggestibility.
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Another approach represented by Loftus and her colleagues (Schooler & Loftus, 1986; Loftus 
et al, 1978) emphasise the situations in which this phenomenon is likely to occur i.e. 
understanding the conditions under which leading questions are likely to affect the verbal 
accounts of witnesses. Here, interrogative suggestibility is viewed as being mediated by central 
cognitive mechanisms of “discrepancy detection” (Loftus et al, 1978) between the original 
facts from individual’s memory and the subsequent misleading information provided. The two 
approaches: individual differences and experimental approaches, respectively, can be seen to 
complement each other. Both individual factors and situational factors appear to play 
important roles in creating conditions in which an individual is more likely to become 
suggestible. (These factors will be discussed in the next section.)
The essential features of interrogative suggestibility which make it distinct from other related 
concepts such as “hypnotic suggestibility” are that 1) it involves a questioning procedure 
within a closed social interaction, 2) the questions asked are mainly concerned with past 
experiences and events, recollections and remembered states of knowledge, 3) it contains a 
strong component of uncertaintv which is related to the cognitive processing capacity of the 
individual, and 4) it commonly involves a highly stressful situation with important 
consequences for a witness, victim or suspect, as well as for the interviewer and the police 
interrogation (Gudjonsson, 1992).
Each of the above points contain important features which make an individual more likely to 
succumb to police interrogative situations. How the nature of social isolation and stressful 
situations adversely affect a person’s decision-making and coping strategies has been discussed 
in the previous section. Focusing here on the second and third points, perception and memory 
capacities of an individual, these appear to act as mediating factors in one’s decision-making 
processes. Uncertainty refers to the fact that the interviewee does not know for certain the 
right or wrong answers. Police interrogative situations are full of uncertainties, as the suspect 
may not know what is required of him/her. It is also uncertain in the sense that he/she is
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required to produce accounts from past events, which requires complete and accurate memory 
recall. Uncertainty may occur when memory for events is incomplete or non-existent 
(Gudjonsson, 1992). Recall process may also be interrupted if the subject is experiencing 
extreme anxieties or confusion due to such symptoms as intoxication, drug withdrawal, or 
other mental disturbances. In these situations, it may be easier for them to non-critically accept 
suggestions made by the interrogator.
It is important here to distinguish between suggestibility and related concepts. True 
suggestibility requires that the subject privatelv accepts the suggestion offered or at least 
believes it to be plausible. In some cases subjects may go along with the suggestion without 
any personal belief, due to his/her eagerness to please, or to avoid conflict and confrontation. 
The latter may be considered as “compliance” rather than suggestibility, and is more related to 
the concept of “conformity” (Kiesler & Kiesler, 1970).
There are two distinctive types of suggestibility which are important to police work 
(Gudjonsson, 1983). The first type relates to the impact of leading or suggestive 
questioning on testimony (how much a person “yields” to leading questions). The second type 
of suggestibility relates to the extent to which interrogators are able to “shift” unwanted but 
perhaps accurate answers by challenge and negative feedback. These two components of 
suggestibility appear to be reasonably independent of each other, leading to different inferences 
and practical implications (Gudjonsson, 1984a). Gudjonsson has developed a valid and reliable 
psychological assessment tool in which to measure these two components in individuals. The 
original Gudjonsson Suggestibility Scale (GSSl) (Gudjonsson, 1983; 1984a) and the parallel 
form (GSS2) (Gudjonsson, 1987) are both identical in procedures except for the content of the 
narrative paragraph and interrogative questions (the former has a criminal narrative, and is 
particularly relevant in legal contexts, while the latter has a non-criminal story). Both scales are 
said to have satisfactory internal consistency and to correlate highly with each other 
(Gudjonsson, 1987). Both involve a narrative paragraph which is read out to the subject, who
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is then asked to recall the story (Immediate Recall). After about 50 minutes the subject is 
asked to recall the story again (Delayed Recall), after which he/she is asked 20 questions 
regarding the story, 15 of which are subtly misleading (Yield 1). The subject is then given 
negative feedback i.e. that he/she has made a number of mistakes, therefore the questions need 
to be repeated, and this time to be more accurate than before. Any change in the answers from 
the previous trial is recorded as a Shift score. The sum of Yield 1 (the extent to which 
subjects “yield” to misleading questions) and Shift (the extent to which subjects “shift” their 
response to negative pressure) are recorded as the Total Suggestibility score.
Empirical research findings using this scale has found significant differences in the degree of 
suggestibility in different populations. In a normal adult population, the mean score for Yield 1 
was 4 (maximum score =15) with a standard deviation of 3, while for the forensic group it 
was between 6 and 7 with a standard deviation of 3.5. In the case of Shift, the normal adult 
population had a mean score of 2.5 (maximum score = 20) with a standard deviation of 2.2, 
while the forensic group had a score of 4 with a standard deviation of 3. In terms of the Total 
Suggestibility score (i.e. Yield 1 + Shift), which gives an indication of the subject’s overall 
level of suggestibility, the normal adult population had a mean score of 7 (maximum score = 
35) with a standard deviation of 5, while forensic group had a score of 10 with a standard 
deviation of 5.5 (see Table 2 of Appendix I for other group norms). The scale has also been 
able to successfully discriminate between “resisters” i.e. those who did not confess under 
police interrogation and alleged false-confessors i.e. those who confessed to crimes they did 
not commit (Gudjonsson, 1984b; 1991a, 1991b).
There are also group differences in terms of vulnerability to misleading questions versus 
negative pressure. For example, those of lower intelligence and poor memory e.g. people with 
learning difficulties appear to be more susceptible to misleading questions (Gudjonsson, 1983), 
while children tend to be more vulnerable to negative pressure from an authority figure (Singh 
& Gudjonsson, 1991; Gudjonsson & Singh, 1984). The latter measure seems to be particularly
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related to anxiety and coping processes, and hence is less stable and more susceptible to 
situational factors than the former measure. In the former case, a critical analysis of the 
situation and a facilitative problem-solving action is required, hence the vulnerabilities of 
people with learning difficulties. Gudjonsson & Clark’s model (1980) views suggestibility as a 
dynamic process that is potentially situationally-bound. This is particularly true of negative 
feedback, whose impact is expected to vary according to the intensity, quality, and nature of 
the feedback, in addition to the interviewee’s past experiences (Gudjonsson, 1992). However, 
suggestibility can also be relatively stable over time because of the cognitive (e.g. memory, 
intelligence) and personality (e.g. self-esteem, method of coping with stress, anxiety proneness, 
dependence upon social approval) factors that mediate suggestibility (Gudjonsson, 1992). 
Hence this allows for a relatively stable measure of suggestibility to be obtained using the 
Gudjonsson Suggestibility Scales.
1.4 FACTORS INFLUENCING SUGGESTIBILITY
Interrogative suggestibility, as measured by the Gudjonsson Suggestibility scales (Gudjonsson, 
1983, 1984a; 1987), has been shown to correlate with various related factors, some of which 
cognitive and personality factors of the individual, have been mentioned above. These will be 
discussed in detail below.
Cognitive Factors
In terms of the relationship between suggestibility and intelligence, there seems to exist a range 
effect i.e. subjects with IQs above average are no less susceptible to suggestive influences than 
subjects with average intelligence, while subjects with below normal IQs tend to be markedly 
more suggestible (Gudjonsson, 1983) (see Table 2 of Appendix I for different norms). 
Gudjonsson found IQ, as measured by the Wechsler Adult Intelligence Scale (WAIS-R) 
(Wechsler, 1981), correlated negatively with both the Yield 1 and Shift scores. The 
correlation with Full-Scale IQ was found to be r=-0.55. Gudjonsson and Clark (1986) give 
two reasons why intelligence may correlate with suggestibility. Firstly, suggestibility is argued
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to be related to uncertainty, which itself depends to a certain extent on the memory capacity of 
the individual. Memory in turn, significantly correlates with intelligence. Secondly, 
suggestibility is influenced by the person’s ability to cope with the uncertainty, expectations 
and pressure associated with interrogation. People of low intelligence would have more 
limited intellectual resources to enable them to cope with an unfamiliar task, in this case, the 
police interrogation (Gudjonsson, 1992).
In line with the above, suggestibility has also been shown to correlate significantly with 
individual’s memory capacity. Verbal recall on the GSSl and GSS2 both correlate negatively 
with suggestibility (range of r= -0.5 to -0.6 in normal population), but this also has a range 
effect of being more significantly correlated at the lower end of memory capacities. Both IQ 
and memory appear to contribute independently as well as jointly to the variance of 
suggestibility (Gudjonsson, 1983). Gudjonsson also found that the rate at which memory 
deteriorated i.e. Delayed Recall, as opposed to absolute levels of memory was the more 
significant factor influencing suggestibility. He suggests that this may be due to the fact that 
people whose memory deteriorates rapidly over time may learn to distrust their own judgement 
and rely more on cues provided by others.
Personalitv Factors
Interrogative suggestibility also correlates with various personality factors such as anxiety, 
coping strategies, compliance, self-esteem, assertiveness, social desirability, locus of control, 
and so on. In terms of anxiety, there is some evidence that suggestibility is more strongly 
associated with situational stress (“state” anxiety) than general anxiety proneness (“trait” 
anxiety) (Spielberger, 1969). Gudjonsson (1983) found a low but significant correlation (r=
0.28) between suggestibility and neuroticism as measured by the Eysenck Personality 
Inventory (EPQ) (Eysenck & Eysenck, 1975). In a fiirther study Gudjonsson (1988a) used the 
Spielberger State Anxiety Inventory (STAI-State) (Spielberger, 1969) both before and after 
the administration of GSSl and found state anxiety to be significantly correlated with
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suggestibility. In particular, state anxiety was more significantly associated with Shift scores 
than with Yield 1 scores on both pre- and post-test measures, in support of Gudjonsson 
(1984a)’s theory that Shift scores are more linked to anxiety and coping processes than Yield 1
i.e. leading questions per se. Tata (1983) also found negative feedback on the GSSl to be 
accompanied by increased electrodermal reactivity as well as changes in mood, as measured by 
the Multiple Affect Adjective Checklist (Zuckerman & Lubin, 1965).
Gudjonsson (1988a) has also investigated the effect of coping strategies on suggestibility. 
Billings and Moos (1981) and Moos and Billings (1982) describe three “method of coping”: 1) 
“active-cognitive” methods i.e. subjects try actively to manage their thoughts and appraisals of 
the situation, 2) “active-behavioural” methods i.e. behavioural attempts by the subject to deal 
directly and critically with the situation, and 3) “avoidance coping” i.e. subjects avoid a critical 
appraisal of the situation. It is this last “avoidance coping” strategy which has been found to 
be associated with highest suggestibility. A typical coping strategy of a suggestible subject 
seems to be to give answers that to them seem plausible and consistent with the external cues 
provided, rather than attempting to critically evaluate each question, and only give definitive 
answers to questions they clearly remember.
Another related concept is that of “compliance,” which is defined by Gudjonsson (1992) as 
‘the tendency of the individual to go along with propositions, requests, or instructions for some 
immediate instrumental gain.’ Although the behavioural outcome may be the same, unlike 
suggestibility, compliance does not require personal acceptance of the proposition. The person 
may be fully aware of the fact that his/her responses are being influenced, but nevertheless goes 
along with it. In this sense, compliance may be more related to individual’s assertiveness and 
social anxiety such as fear of negative evaluation (FNE) (Watson & Friend, 1969). Gudjonsson
(1992) argues that both compliance and suggestibility may be mediated by similar factors, such 
as avoidance coping, eagerness to please, and certain anxiety processes associated with how 
the individual copes with pressure. Yield 1, Shift and Total Suggestibility scores on the GSSl
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and compliance as measured by the Gudjonsson Compliance Scale (GCS) (Gudjonsson, 1989a) 
have been shown to have significant correlations of 0.40, 0.53, and 0.54 respectively.
In the police manuals (e.g. Inbau et al) discussed earlier, manipulation of suspect’s self-esteem 
was considered to be one of the most powerful techniques to use to obtain confessions. In this 
sense, it may also be the technique most likely to produce false confessions, particularly in the 
most vulnerable with low sense of self-esteem. Indeed studies which have looked at self­
esteem (Gudjonsson & Singh, 1984; Singh & Gudjonsson, 1984; Gudjonsson & Lister, 1984) 
have found it to correlate negatively with Shift (r= -0.40), although not with Yield 1. This 
seems to suggest that feelings of powerlessness and incompetence are particularly effective in 
inducing suggestibility by increasing the risk of uncritical acceptance of misleading information 
(Gudjonsson & Singh, 1984). The greater the perceived distance between the self and the 
experimenter in terms of Potency and Competence, the more suggestible the subjects, both in 
terms of Yield 1 and Shift (Gudjonsson & Lister, 1984). Perhaps related to this concept, 
assertiveness as measured by the Rathus Assertiveness Scale (Rathus, 1973) was also found to 
be negatively correlated with all suggestibility scores (Gudjonsson, 1988a). This finding is 
perhaps not surprising given that those with low self-esteem probably lack the confidence to 
assert themselves in situations of uncertainty, and also to doubt their ability or the correctness 
of their belief when challenged.
The conditions under which a person becomes highly suggestible may be very complex indeed. 
There appear to be various mediating factors, both situational and constitutional in nature, 
which determine the level of suggestibility of a particular individual at a particular time. 
Theoretically however, the more an individual possesses the identified constitutional 
vulnerability factors, and the more the situation contains the stressful factors conducive to 
suggestive influences, the more it is likely to produce suggestible responses. Hence, opiate 
addicts being interrogated whilst undergoing withdrawal syndrome may be particularly 
vulnerable to suggestibility.
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1.5 OPIATE WITHDRAWAL SYNDROME
Opiate withdrawal is classified as one of the organic mental syndromes under the Psychoactive 
Substance-Induced Organic Mental Disorders in the classification of mental disorders 
(DSMIII-R: APA, 1987). The essential feature of this disorder is a characteristic withdrawal 
syndrome due to recent cessation of or reduction in use of an opioid. Symptoms include 
lacrimation (secretion of tears), rhinorrhea, pupillary dilation, piloerection, sweating, diarrhoea, 
yawning, mild hypertension, tachycardia, fever and insomnia. Common associated features 
include restlessness, irritability, depression, tremor, weakness, nausea, vomiting, and muscle 
and joint pains. These symptoms, together with the symptoms listed above, are said to 
resemble the clinical picture of influenza. There may be complaints, pleas, demands, and 
manipulations all directed toward the goal of obtaining more opioids on the part of the opiate 
addict.
The withdrawal symptoms with full-blown craving for opioids usually occur as a secondary 
feature to abrupt withdrawal in people with Opioid Dependence (classified under the 
Psychoactive Substance Use Disorders, DSMIII-R: APA, 1987). In the case of morphine or 
heroin, the first withdrawal signs usually occur within six to eight hours of the previous dose, 
reaching a peak on the second or third day, and disappearing in seven to ten days. In the case 
of methadone withdrawal, it may not begin for one to three days after the last dose, and its 
severity depends on the degree of dependence. The symptoms are thought to be over usually 
by the 10th to 14th day. Withdrawal symptoms from semisynthetic and synthetic opioids are 
qualitatively similar to those from morphine, the general rule being that substances with a short 
duration of action tend to produce short, intense withdrawal syndromes, whereas substances 
that are more slowly eliminated produce withdrawal syndromes that are prolonged, but milder.
In the above DSMIII-R definition of opiate withdrawal the objective physical signs are 
emphasised as the use of the medical term “syndrome” itself indicates. In most assessments of 
withdrawal, medical staff would be most likely to be looking for these identifiable physical
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signs in addicts. Indeed apart from opiates’ positive reinforcing properties, the fact that 
opiates can produce physical dependence is seen as one of the most important factors in the 
high abuse liability of opiates, contributing to their negative reinforcing efficacy (Preston, 
1991). Aversion to experiencing withdrawal is said to be a major reason for the perpetuation 
of opiate use (Lindesmith, 1968). However, these symptoms are not entirely due to the action 
of opiates taken (Kolb & Himmelsbach, 1938); in fact, much discomfort experienced during 
detoxification appears to be a result of nonpharmacological factors e.g. expectations and 
anxiety, rather than being dose related (Senay et al, 1977). Kleber (1981) argues that 
psychological factors such as the patient’s personality, state of mind, and expectations of 
withdrawal have as great an effect on withdrawal experience as any pharmacological variables. 
Indeed Phillips et al (1986) found patients’ expectation of withdrawal severity, but not drug 
dosage, to be related to the actual severity of symptoms experienced within the context of a 
normal methadone detoxification programme. They also found neuroticism as measured by the 
EPQ (Eysenck & Eysenck, 1975), but not length of reported opioid use, to correlate with 
reported withdrawal severity. This may be because high neuroticism scorers are predisposed 
to respond more strongly, more lastingly, and more quickly with their autonomic nervous 
system when presented with stressful stimuli (Eysenck & Rachman, 1965).
It seems that concerns about experiencing withdrawal symptoms play a central role in opiate 
addicts’ drug-taking behaviour. The majority of drug-dependent patients are said to face 
withdrawal with concern and anxiety (American Medical Association, 1972). Anxiety in these 
cases may be so severe as to prevent opiate addicts from completing, or even attempting 
detoxification, or to relapse soon after successfiil completion of detoxification. Most opiate 
addicts are extremely frightened of withdrawal (Gossop et al, 1982; Eiser & Gossop, 1979), 
and anxiety about detoxification seems to actually exacerbate withdrawal symptoms and cause 
more patients to abort detoxification (Senay et al, 1977). Cushman & Dole (1973) found 
anxiety in patients over dose reduction, even in the absence of objective withdrawal symptoms.
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and for this to be one of the main reasons why 25% of the patients discontinued their 
detoxification programmes.
Anxiety is the most commonly reported symptom during detoxification (Janiri et al, 1987). 
Indeed anxiety disorders appear to occur very frequently in opiate addicts during rapid 
detoxification treatment. Generalised anxiety in opiate addicts undergoing rapid detoxification 
may be particularly severe, sometimes being similar to agitation (Hall et al, 1984). Gold et al 
(1979) reported panic anxiety episodes in patients during rapid opiate detoxification treatment. 
Panic disorders were also found to be associated with methadone dependency (Roszell & 
Struger, 1984). Others (Kaufinann et al, 1983; Mirin et al, 1976) noted atypical depressive 
syndrome usually accompanying methadone withdrawal, although remaining distinct from it.
Phobic reactions are also not uncommon. Panyard & Wolf (1974) first noted detoxification 
fear that was not proportional to the discomfort reasonably anticipated with gradual 
methadone withdrawal. Hirt & Greenfield (1979), who also observed similar reactions, 
conceptualised a) patients’ requests for increased methadone, b) cessation of dose reductions, 
and c) renewed use of opiates during methadone reduction as being similar to phobic 
avoidance behaviour. Termed “abstinence phobia” (Hall et al, 1984; Hall, 1979) or 
“detoxification phobia” (Milby et al, 1980), this intense pathological fear of detoxification with 
associated avoidance and escape behaviour severe enough to meet DSMIII-R (APA, 1987) 
criteria has consistently been shown to prevail in about 22-35% of opiate addicts in treatment 
(Milby et al, 1986).
With such high prevalence of various psychological disturbances and actual physical 
discomfort of withdrawal, it is perhaps not surprising that successful detoxification, and even 
more so, continued abstinence, is the exception rather than the norm even when patients meet 
the rehabilitation criteria and treatment programme is carefully planned (Milby et al, 1987). It 
can then be argued that for those opiate addicts who are suddenly and unexpectedly forced into
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a situation of complete abstinence, with all the accompanying worries and stresses of being 
held by the police, the situation may be stressful enough to cause highly suggestible responses.
1.6 W ITHDRAW AL SYNDROME AS A FACTOR INFLUENCING 
SUGGESTIBILITY
Opiate addicts can be argued to be one of the most vulnerable groups in terms of both their 
constitutional (cognitive and personality) and situational factors. This may be due to the direct 
or indirect results of opiate-use, or it may perhaps be due to inherent vulnerability factors in 
particular individuals which led them to opiate-use in the first place. As in most cases 
however, the causality may be multidirectional and complex.
Opiate use fimctions as a powerful reinforcer, whether to induce euphoria (positive 
reinforcement effects) or to remove dysphoria (negative reinforcement effects). Many opiate 
users can be said to lack alternative means of achieving these ends (Bradley et al, 1989), which 
may be a reflection of their poor problem-solving skills. Many opiate users seem to lack 
effective coping skills, as when faced with problems, they have learnt to resort to the use of 
opiates as a means of “avoidance coping” (Moos & Billings, 1982; Billings & Moos, 1981). In 
the long years of opiate use, this avoidance coping may have become so entrenched in their 
behavioural repertoire as to annihilate any other forms of constructive coping strategies when 
such strategies are most critical e.g. in a police interrogative situation. Often opiate-dependent 
patients are said to have poor self-esteem and to lack assertiveness. Although there are 
individual variations within the opiate using population, in general, once a pattern of opiate 
abuse or dependence is established, substance procurement and use dominate the person’s life 
(DSMIII-R: APA 1987). Many of them face multiple drug-related problems in the area of 
social, medical, occupational, financial, and legal aspects. Faced with these seemingly 
insurmountable problems, apart from the problem of drug addiction itself, it is perhaps not 
surprising that many feel powerless and helpless. As many opiate addicts may have started 
their drug ‘careers’ early in their teens, they may never have had the opportunity to develop
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effective problem-solving and coping skills or to acquire other practical occupational skills. As 
discussed in previous sections, this sense of poor self-efficacy and self-esteem may be 
particularly effective in inducing suggestibility (Gudjonsson, 1992).
There are other factors which suggest that opiate addicts may be more suggestible than the 
normal adult population. Many opiate addicts share characteristics similar to those of the 
forensic groups. There seems to be a major overlap in these two populations in that 1) many 
incarcerated criminal offenders are users of opiates (Dobinson & Ward, 1985), and 2) many 
opiate addicts have criminal convictions (mostly drug-related) (Bell et al, 1990). As such it 
may be argued that criminality, and not opiate use leads to suggestibility. However studies on 
the effects of criminality e.g. previous convictions seem to suggest otherwise. Gudjonsson & 
Singh (1984) found a negative relationship between suggestibility (in particular. Shift scores) 
and previous convictions. That is, criminals with previous convictions were less suggestible 
than those with no previous convictions. Sharrock & Gudjonsson (1991) also found 
interrogative experience, as assessed by the presence of previous convictions, had a causal 
bearing on both Yield 1 and Shift, independent of intelligence. Hence previous convictions 
appear to be an attenuating factor, rather than an enhancing factor on suggestibility. Secondly, 
opiate withdrawal syndrome itself has many inherent factors that are likely to contribute to 
suggestibility, both in terms of its physical and psychological effects.
Both the adverse physical and psychological effects have been discussed in detail in the 
previous section. Pure physical discomfort such as pain, lack of sleep, physical illness, etc. has 
been shown to powerfully influence the decision-making of suspects and hence the reliability of 
their statements (Shallice, 1974; Hinkle, 1961). Such psychological disturbances as anxiety, 
fear, irritability, depression, make an individual less capable of utilising constructive coping 
strategies when faced with uncertainty. In individuals who have poor self-esteem and who 
already lack the relevant coping skills, this may be further enhanced.
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Another major factor is related to the cognitive effects of withdrawal syndrome. Many opiate 
addicts complain of poor memory and report difficulties in remembering past and recent 
events. No doubt when in a state of intoxication, they may be suffering from confusion, and 
not be able to recall anything which happened during that period of time. In this sense, opiate 
addicts may have many gaps in their memory. When in the state of withdrawal syndrome, their 
recall process may be further interfered with by their current distress and discomfort, which 
may lead to confusion, poor attention and concentration. Furthermore, these factors may 
make them more likely to doubt their memory, and hence become more susceptible to 
misleading questions.
The compound of these highly detrimental effects of the withdrawal syndrome, together with 
the vulnerable cognitive and personality factors of opiate dependent individuals, may be too 
overwhelming for the individual, preventing them from adopting critical thinking and resistance 
to the pressures of interrogation when placed in a situation where even a non-dependent 
person would find it highly stressful (i.e. police interrogative situation with its inherent 
coercive and manipulative tactics). It may be argued that opiate addicts suffering from acute 
withdrawal syndrome may be a particularly vulnerable group of individuals when faced with a 
police interrogative situation.
1.7 PROPOSED RESEARCH AND PREDICTIONS
A person’s behaviour in any given situation depends on the specific features of that situation, 
and on his temporary feelings or state of mind, and depends also on his more enduring 
characteristics e.g. abilities, habits, and more general dispositions which may be called traits. 
In this sense how an opiate addict behaves in a police interrogation situation is likely to depend 
on: the environmental situation, the person’s characteristics, and on his/her temporary physical 
and psychological condition. The nature of these three factors are likely to make opiate 
addicts more vulnerable to interrogative suggestions than a normal adult population in general.
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The main hypotheses of this study are:
1) Interrogative suggestibility in opiate addicts will be higher than in the normal adult 
population as identified by Gudjonsson’s 1992 norms. The level of suggestibility may 
be similar to that of the forensic group due to the similarities in their underlying 
characteristics and life circumstances.
2) As well as being an enduring disposition of the individual, suggestibility is also 
influenced by situational circumstances. Hence, due to increased anxiety and other 
physical and psychological disturbances associated with opiate withdrawal syndrome, 
suggestibility is likely to be higher during active withdrawal than when the person is 
abstinent and are no longer suffering fi-om acute withdrawal symptoms.
3) Previous research suggests that state-anxiety has a mediating effect on suggestibility. It 
has been shown that the higher an individual’s anxiety level, the more suggestible he/ 
she is, in particular, when given negative feedback in the GSSl test. It is hypothesised 
that state anxiety will be positively correlated with levels of suggestibility. In 
particular, state-anxiety whilst receiving negative feedback will be more strongly 
correlated (positively) with the Shift scores than the Yield scores of the GSSl. As 
one of the main symptoms of withdrawal syndrome is anxiety, opiate addicts will be 
higher on state-anxiety than the normal adult population, and this will be particularly 
so at the active withdrawal stage.
4) Previous research suggests that personality factors such as compliance, self-esteem, and 
trait-anxiety are associated with the level of suggestibility. The lower the level of self­
esteem, and the higher the level of compliance and trait-anxiety, the more suggestible 
the individual is. These may act as mediating factors in the effects of withdrawal 
symptoms on suggestibility. It is also hypothesised that suggestibility may be lower at 
the Rehabilitation stage due to improvements seen in self-esteem, etc.
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CHAPTER II: METHOD
2.1 EXPERIMENTAL DESIGN
Due to the nature of difficulties in assessing subjects at the police station, assessments were 
conducted on all opiate-dependent individuals admitted to an inpatient drug treatment unit. 
This was thought to be less stressful than in a police interrogation situation due to its 
therapeutic nature e.g. the detoxification is planned and gradual, the patients came in to be 
detoxified of their own accord, hence being more prepared and motivated to withdraw from 
opiates, and furthermore, they would have satisfied the criteria for detoxifying. Hence, it could 
be argued that any levels of suggestibility might be even higher in a police interrogative 
situation. Each patient who satisfied the criteria for inclusion in this study was assessed within 
the first 48 hours of admission, when they were not receiving any methadone i.e. actively 
withdrawing (DETOX group). To see whether opiate withdrawal was indeed a factor 
contributing to suggestibility, scores were compared between this group and patients at the 
rehabilitation ward/residents at residential rehabilitation houses (REHAB group).
Factors that were shown to be related to interrogative suggestibility were also measured, in 
order to identify the relative strength that withdrawal syndrome may have on suggestibility in 
relation to these other factors. These were the personality traits of self-esteem, compliance, 
and trait-anxiety levels. Other factors such as intelligence, and current difficulties (health, 
social, legal, HIV risk, etc.) were also identified.
The design of the study therefore, consisted of a between-group comparison i.e. DETOX 
Group versus REHAB Group.*
* The initial intention of the design was to provide a within-group comparison i.e. conducting follow-up assessments of 
patients initially assessed on admission to the detox ward, around two weeks after they had come off methadone and were 
not actively withdrawing. Unfortunately after having started the research, it was realised that there would be an 
insufficient number of patients who could be followed up. This was due to a number of patients discharging themselves 
before completing their detoxification programme, and a further large number of patients discharging themselves 
immediately after completion whilst they were actively withdrawing. It was therefore necessary to change the design of the 
study to a between group comparison, consisting of one group of patients on the detoxification ward (DETOX) versus 
another group of patients at the stage of rehabilitation (REHAB) i.e. patients on the rehabilitation ward and residents at 
rehabilitation houses.
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2.2. SUBJECTS
Two groups of subjects were compared in this study: DETOX group (N= 21) versus the 
REHAB group (N= 19) to investigate the effects of withdrawal syndrome on people’s level of 
interrogative suggestibility.
Subjects making up the DETOX group were patients admitted to the inpatient drug treatment 
unit for a methadone detoxification programme, and who satisfied the research criteria i.e. 
those who were diagnosed by the admitting medical staff as having Psychoactive Substance 
Dependence of the Opioid Type (DSMIII-R: APA, 1987). Patients were excluded from the 
study if they:
a) refiised to take part.
b) had any concurrent diagnosis of other types of Psychoactive Substance Dependence 
(DSMIII-R: APA, 1987) requiring treatment e.g. alcohol, tranquillisers.
c) were on other medication e.g. anti-psychotic drugs and/or had a diagnosis of mental 
illness.
d) were in the range of mental retardation, as assessed by the Wechsler Adult Intelligence 
Scale (WAIS-R) i.e. IQ below 70.
e) suffered fi-om memory deficits (as assessed by immediate and delayed recall of the 
Gudjonsson Suggestibility Scale).
f) were illiterate i.e. had a reading age of less than 9 (as assessed by the Schonell Reading 
Test).
There were 36 patients satisfying the inclusion criteria of Opiate dependence in the period 
March to May 1993. Among these patients, 5 were excluded due to concurrent drug addiction 
which required treatment (either alcohol or tranquillisers), 3 refused to participate, and 1 was 
excluded on the basis of having a diagnosis of clinical depression. On assessment none of the 
patients were found to have sufficiently low IQ, poor memory or low reading age as to 
necessitate exclusion fi"om the study.
Within the remaining 27 patients, 6 patients discharged themselves before completing the initial 
assessment (i.e. within 1-2 days of admission). The remaining 21 patients (14 males and 7 
females) formed the DETOX group for the current study.
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For the REHAB group, the inclusion criteria consisted of a diagnosis of Psychoactive 
Substance Dependence of the Opioid Type (DSM III-R; APA, 1987) at the time of detox­
ifying, but that they had not taken opiates or other drugs apart from cigarettes for at least 2 
weeks i.e. not suffering from acute withdrawal symptoms. The same exclusion criteria as for 
the DETOX group was applied. Subjects were sought from various voluntary residential 
rehabilitation houses due to the shortage of patients on the rehabilitation ward at the inpatient 
drug treatment unit. All those satisfying the criteria were matched with the DETOX subjects 
on various demographic variables. In all, 19 subjects (13 males and 6 females) were used for 
the analysis. Apart from two subjects from the inpatient rehabilitation ward, the remaining 17 
subjects were all residents at voluntary residential rehabilitation houses during the period of 
May-June 1993. The two groups were matched as far as possible in terms of age, sex, IQ, and 
other drug related demographic variables such as number of years of drugs use and opiate use, 
number of previous treatments, number of polydrug use, etc. (see Table 1 in the Result section 
for detailed mean values).
2.3. MATERIALS
(For actual test materials see Appendix II).
<Measures Used For Screening and Obtaining Background Data>
(i) Opiate Treatment Index (OTP (Darke et al. 1991)
This is a structured interview, which typically takes 20 to 30 minutes to administer. 
This multidimensional questionnaire was designed to provide a comprehensive, 
standardised set of measures for the evaluation of opiate treatment in six relevant areas 
related to opiate use, as well as general demographic variables. For each of the 
subscales, higher scores indicate greater severity of the problem in question. (See 
Table 2 for clinical categories, and Table 3 for norms, both found in the RESULTS 
section).
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The six subscales are:
1) Drug Use
This scale indicates the number of drug classes the person has used during the month 
preceding the interview (including alcohol and tobacco). Scores range from 0 (no 
drugs) t o l l  (classes of drugs).
2) HIV Risk-Taking Behaviour
This scale measures the behaviour of injecting drug users that puts them at risk of 
either contracting, or passing on the HIV. As such it has two subscales which take 
into account the two predominant areas of concern: needle use behaviour and sexual 
behaviour. In sum, scores could range from 0 to 55.
3) Social Functioning
This scale addresses such major aspects of social integration as employment, 
residential stability, interpersonal conflict, and social support. It also addresses the 
involvement of the individual in the drug sub-culture. Scores range from 0 to 48.
4) Crime
The focus of this scale is upon reported recent criminal activity based on self- 
reported crime rather than on official arrest statistics. These include four classes of 
criminal activities: property crime, dealing, fraud, and crimes involving violence.
Scores can range from 0 to 12.
5) Health
This scale is a symptom checklist that has been designed to give an indication of the 
subject’s current state of health, especially in relation to those areas within which 
opiate users usually develop problems e.g. cardio/respiratory, genitourinary, 
musculoskeletal, neurological, gastrointestinal.
6) General Health Questionnaire (GHO)
The aim of this scale is to provide a global measure of current psychological 
adjustment. For this purpose, the GHQ-28, developed by Goldberg and Hillier 1979),
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has been incorporated into the OTI. The GHQ-28 provides a global measure of non- 
psychotic psychopathology with four subscales in addition to the global score: Somatic 
symptoms, Anxiety, Social dysfunction, and Depression. Maximum score for each 
subscale is 7, with the maximum total score being 28. The suggested cut-off point is 
4/5 (Goldberg & Williams, 1988) with scores above this indicative of clinically 
significant problem.
There is a two-factor structure in the OTI: The first four measures comprise Factor 
land is conceptualised as a “drug-usinglifestyle,” whilst the latter two measures 
make up Factor II of “health and well-being.”
Extensive data on reliability (test-retest/inter-rater/intemal) and validity are given in 
the OTI manual. Test-retest reliability of OTI subscales range between 0.86 to 0.96. 
Internal reliability is variable with Cronbach’s coefficient alpha ranging from 0.38 
for Crime to 0.83 for GHQ. Collateral validation shows high validity, whilst the 
correlation between the OTI and Addiction Severity Index (ASI) (McLelland et al, 
985) ranges from 0.02 for OTI Crime/ASI Legal subscales to 0.70 for Alcohol 
measures.
(ii) Schonell Graded Word Reading Test ISchonell and Goodacre. 1974)
This test consists of 100 words graded in order of reading complexity from least to 
greatest complexity. Subjects are asked to read out the words in order, and a reading 
age is calculated based on the number of words correctly read. The test is discontinued 
when the subject makes ten consecutive reading errors. This test was used in order to 
screen for reading difficulties, as illiteracy has been shown to be a factor influencing 
suggestibility. The same criteria adopted by Gudjonsson (1993) was used i.e. the 
operational definition of literacy was set at a reading age of 9 years, which is the 
criterion accepted in the U.K. (Dalglish, 1982). This is equivalent to subjects being 
able to read correctly a minimum of 43 out of the 100 words.
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(iii) Wechsler Adult Intelligence Scale (WAIS-R^ (Wechsler. 198U
This is a standardised psychometric assessment tool designed to measure an 
individual’s global intelligence i.e. individual’s potential for purposeful and useful 
behaviour. In practice they are designed to measure major mental abilities. The scale 
consists of 11 subtests, 6 of which make up the Verbal IQ score, and 5 of which make 
up the Performance IQ score. The sum of Verbal IQ and Performance IQ is the overall 
IQ measure (Full-Scale IQ). Each subtest has a mean of 10 with a standard deviation 
of 1.5. Verbal IQ, Performance IQ, and Full-Scale IQ all have a mean of 100 with a 
standard deviation of 15.
IQ was measured in the present study to control for the effects of IQ on suggestibility 
as IQ has been shown to correlate negatively with suggestibility, at least at the lower 
end of the scale (e.g. Gudjonsson, 1988b). Because of the time limitation, only 3 
subtests were administered in the present study: Vocabulary and Comprehension 
scores were prorated to obtain the Verbal IQ and Picture Completion score for the 
Performance IQ. This procedure was identical to that adopted by Gudjonsson et al
(1993) in estimating the IQs of subjects. The rationale for choosing these particular 
measures was as follows: Vocabulary is generally considered the best single subtest for 
the estimation of IQ, and the Vocabulary subtest has the lowest ‘standard error of 
measurement’ (SEM) of all WAIS-R subtests (SEM= 0.61, reliability coefficient of 
0.96). The Comprehension subtest with its measurement of common sense judgement 
and practical reasoning was felt to be particularly relevant to the present study. It has 
a SEM of 1.20 and a reliability coefficient of 0.84. For the Performance IQ, Picture 
Completion has the highest weighting of general ability with a minimum verbal 
component. It has the highest stability coefficient (0.89, SEM= 1.25) of the 
Performance subtests, and with the exception of Block Design, has the highest 
correlation (0.79) with Performance IQ.
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<Experimental Measures>
(i) Gudjonsson Compliance Scale (GCS) (Gudjonsson. 1989)
This is a self-report questionnaire consisting of 20 statements, to which individuals 
answer either “true” or “false” as it applies to them. This scale measures two factors 
of compliance: first factor being uneasiness or fear of people in authority, and the 
second being avoidance of conflict and confrontation, although it only yields one total 
measure of compliance. Scores range from 0 to 20, with a mean of 10.1 and a 
standard deviation of 4.6 for the adult population. Assertiveness has been found to 
correlate negatively (Gudjonsson, 1988a), and compliance positively with suggestibility 
(Gudjonsson, 1990c).
The GCS has been shown to have satisfactory reliability. Internal reliability as 
measured by the Cronbach’s alpha coefficient is 0.71, and test-retest reliability, 0.88. 
Research work carried out on construct validity supports the GCS’s validity 
(Gudjonsson, 1992). Performance on the GCS is also found to correlate with other 
variables with which it should be theoretically related e.g. assertiveness (Gudjonsson, 
1989a).
ii) Gudjonsson Suggestibilitv Scale TGSSII (Gudjonsson. 1983: 1984al
This scale was designed to measure suggestibility in individuals and is particularly 
applicable to legal issues, such as police officer’s questioning of witnesses to crime and 
interrogation of criminal suspects. It employs a narrative paragraph describing a 
fictitious robbery, which is read out to the subject. Immediately afl:er this, the subject 
is asked to recall the story from memory (Immediate Recall). After a delay of 50 
minutes, the subjects is again asked to recall the story (Delayed Recall). This is 
followed by 20 specific questions about the story, 15 of which are subtly misleading.
After answering the questions, the subject is given negative feedback i.e. that he or 
she has made a number of errors and therefore that it is necessary to ask all the 
questions once more (irrespective of subject’s actual performance). Subjects are also
127
told to try to be more accurate this time. As suggested by Singh & Gudjonsson 
(1987)’s modification in the scoring of Shift, any change in the 20 answers from the 
previous trial is the Shift score. The extent to which people give in to misleading 
questions is scored as Yield 1. Yield 1 and Shift scores are added together to make up 
the Total Suggestibility score. The maximum score for Yield 1 is 15, with a mean of 4 
and a standard deviation of 3 for the normal adult population. Shift has a maximum 
score of 20, with a mean of 2.5 and a standard deviation of 2.2 for the normal adult 
population. For the Total Suggestibility score, the maximum is 35, with a mean of 7 
and a standard deviation of 5 for the normal adult population. (For norms of various 
groups see Table 1 and 2 in Appendix I).
The GSSl shows satisfactory internal reliability as measured by the Cronbach’s 
coefficient alpha: 0.77 for the 15 Yield 1 questions (Gudjonsson, 1984a) and 0.71 for 
the 20 Shift questions. There is also a strong support for test-retest reliability, even 
when people are tested many months apart (Gudjonsson, 1987) i.e. GSS is stable over 
time when the experimental conditions are similar. As regards validity, research with 
the GSS show satisfactory construct validity (Grisso, 1986). There is also evidence of 
validity in terms of group differentiation (Gudjonsson, 1992).
(iii) Hudson Index of Self-Esteem QSEl (Hudson. 19821
This 25-item self-report questionnaire is one of the eight assessment tools in the 
Clinical Measurement Package devised to measure various areas of individual 
fimctioning. Scores range from 0 to 100, with the suggested cut-off point being 30. 
A score above this is considered indicative of a clinically significant problem. Self­
esteem had been shown to negatively correlate with suggestibility (Gudjonsson & 
Singh, 1984).
The ISE has been shown to have high reliability (coefficient alpha of above 0.90) and 
good content, concurrent, factorial, discriminant, and construct validity.
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(iv) Opiate Withdrawal Symptom Questionnaire (Division of Addictive Behaviour,
St George’s Medical School!
This is a 18-item self-report checklist of various withdrawal symptoms used as part of 
the extensive initial admission assessment procedure at St George’s Hospital Drug 
Dependency Unit. Patients are asked to report the presence/absence of symptoms over 
the last 24 hours and give an indication of their severity on a 4-point scale. As such, 
it is a subjective measure of a person’s withdrawal severity rather than being an 
objective physiological measure. Scores can range from 0 to 54.
Although no specific data on the OWSQ’s reliability and validity exist, this 
questionnaire is used routinely at the Drug Dependency Unit, St George’s Hospital and 
has also been used in various research studies conducted at the unit. Clinical evidences 
seem to support its validity.
(v) Spielberger State-Trait Anxiety Inventory rSTAH (Spielberger. 19691
This self-evaluation questionnaire consists of two separate tests of 20-items each, 
measuring trait and state anxiety, respectively. Trait anxiety refers to relatively stable 
individual differences in anxiety-proneness, whereas state anxiety refers to a transitory 
emotional state of anxiety experienced at any particular given time. On each of the 20 
items, subjects are asked to rate the degree of anxiety on a 4-point scale. For both 
trait and state anxiety scales, the maximum obtainable score is 80. For Trait anxiety, 
the mean score for working adults is 34.89 with a standard deviation of 9.19 for males 
and mean of 34.79 and a standard deviation of 9.22 for females. For State anxiety, 
mean= 35.72, s.d.= 10.40 for males and mean=35.20, s.d.= 10.61 for females.
State anxiety, and to a lesser extent, trait anxiety, has been shown to positively 
correlate with suggestibility. More specifically, Gudjonsson’s (1988a) study showed 
that state-anxiety whilst being given negative feedback had consistently higher 
correlation with the Shift scores as compared to that with the Yield scores. In the 
present study, the same procedure was adopted in order to see whether subjects’ state
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anxiety increased with negative feedback, and whether these increases correlated 
positively with suggestibility, particularly with the Shift scores.
Extensive data on reliability (test-retest/internal) and validity exist in the ST AI manual 
which show high alpha coefficients. All but one of the state anxiety alphas were above 
0.90 for the samples of working adults, students and military recruits, with a median 
coefficient of 0.93. The alpha coefficients for the trait anxiety scale were also 
uniformly high, with a median coefficient of 0.90. Alpha coefficients have been shown 
to be typically higher for the state anxiety scale when it is given under conditions of 
psychological stress. There is evidence of construct validity in terms of both state- and 
trait anxiety measures being able to discriminate among different situations and groups 
of individuals, respectively.
2.4. PROCEDURES
For both the DETOX and REHAB groups, identical test procedures were adopted, each 
subject having two one-hour sessions on consecutive days. Ethical approval was obtained 
from the Hospital Ethical Committee for the DETOX subjects, whilst for the REHAB subjects, 
it was obtained from the management of each individual residential rehabilitation house.
For the DETOX group, patients were approached within the first 24-hours of admission to the 
inpatient detoxification ward in order to obtain consent and to conduct the first session for 
general background data collection. At this time, the Experimenter explained the rationale of 
the study, obtained written consent, and administered the Opiate Treatment Index. Subjects 
were told that the Experimenter was investigating the general physical and psychological health 
of patients undergoing methadone detoxification. It was necessary to disguise the true nature 
of the study (i.e. the effects of opiate withdrawal on interrogative suggestibility) as this would 
have influenced subjects’ perceptions, and hence the results. Subjects were also promised total 
anonymity and confidentiality. At the end of the session, subjects were told that there would 
be another session the following day.
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The second session was conducted on the second day after admission to the ward when 
patients were still being observed for withdrawal symptoms i.e. prior to patients being 
stabilised on methadone. This was the time when patients were most likely to be experiencing 
high levels of withdrawal symptoms. Although the highest levels of withdrawal symptoms 
seem to be experienced on the last few days of methadone detoxification and just after 
completion, the former period was chosen for two reasons. Firstly, it was thought that patients 
would be less likely to agree to participate in the study if the withdrawal symptoms were too 
severe. Secondly, it was argued that the period of admission was more akin to when suspects 
are brought into police stations and detained due to the initial uncertainty and anxiety factors 
and the similar adjustments required e.g. to physical confinement, submission to authority, 
routine, etc.
In the second session, all the experimental measures were administered together with the 
remaining control measures. First of all, patients were asked to complete the Opiate 
Withdrawal Questionnaire and the Spielberger State Anxiety Inventory (STAI) as a pre-test 
measure. Immediately following this, subjects were read out the narrative of the Gudjonsson 
Suggestibility Scale (GSSl) and asked for immediate recall. During the 50-minute delay 
required for the delayed recall section, the rest of the tests were administered. This consisted 
of the Schonell Reading Test, Gudjonsson Compliance Scale, subtests of the Wechsler Adult 
Intelligence Scale (Comprehension, Vocabulary, Picture Completion), Spielberger Trait 
Anxiety Inventory, and Index of Self-Esteem, in this order. Administration was paced so as to 
be exactly 50 minutes. Following the 50-minute delay, subjects were asked to recall the 
narrative from the GSSl. 20 questions were asked from the GSSl, subjects given negative 
feedback, then asked to answer the 20 questions again. Following GSSl, subjects were 
administered STAI again, but this time asked to indicate ‘how they felt whilst answering the 
GSSl questions for the second time’ (as a post-test measure). This completed the test session.
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For the REHAB group the same procedure was followed, although due to the stage of their 
treatment, no strict time limits applied as to when they had their first session e.g. within 48- 
hours of admission. At the end of the second test session, subjects were debriefed on the true 
nature of the study and given an opportunity to ask questions and give comments.
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CHAPTER HI: RESULTS
3.1 BACKGROUND VARIABLES
There were no significant sex differences in the reported background variables for either group. 
Means and standard deviations for the measures for males and females combined for each 
group are summarised in Table 1.
DETOX (N=21) REHAB (N=19 T-VALUE PROB
Mean fs.d.) Meanfs.d. •
Age 29.5 (5.1) 31.7 (6.7 1.21 N.S.
Verbal IQ 99.3 (17.2) 93.6 (10.5 1.27 N.S.
Performance IQ 100.7 (14.5) 100.1 (13.7 0.14 N.S.
Full-Scale IQ 99.4 (15.3) 96.3 (11.0 0.75 N.S.
Drug History 12.3 (4.8) 15.9 (7.0 1.78 N.S.
Opiate History 8.3 (4.8) 10.8 (6.7 1.27 N.S.
Polydrug Use# 5.3 (1.2) 5.2 (1.6 0.28 N.S.
Previous Treatment 2.2 (2.1) 2.3 (2.2 0.11 N.S.
HIV Risk# 9.6 (6.5) 9.4 (7.0 0.12 N.S.
Social Problems 18.3 (5.6) 17.7 (3.7 0.36 N.S.
Crime# 2.0 (2.2) 5.9 (3.5 4.09 ***
Health Problems 16.3 (6.2) 10.1 (6.6 3.10 **
GHQ 13 .7 (7.5) 7.9 (5.9 2.67 *
Table 1: Mean Scores and T-values for Control Measures:
DETOX vs REHAB Groups
*** p< .001 ** p< .01 * p< . 05
# Numbers indicate scores prior to stopping opiate use, as the scores would 
have been 0 (nil) for REHAB subjects at the time of the interview, as a 
reflection of being off drugs.
There were no significant differences between the two groups on any background variables, 
but there were predicted significant differences in the Health and GHQ scores. This finding 
was to be expected as these two measures tap problems directly related to opiate withdrawal.
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In comparison to the normative data for the OTI with an opioid user population (see Table 2 & 
3 for detailed information), both the DETOX and REHAB group had above average HIV risk- 
taking behaviour scores and below average social problem scores.
SCALE
CATEGORY HIV SOCIAL CRIME HEALTH GHQ
High 15-55 27-48 4-16 19-52 17-28
Above Average 9-14 23-26 3 14-18 10-16
Average 7-8 19-22 2 10-13 5-9
Below Average 2-6 15-18 1 6-9 2-4
Low 0-1 0-14 0 0-5 0-1
Table 2: Clinical Categories for OTI Scale Scores (Darke et al, 1991)
POLYDRUG HIV SOCIAL CRIME HEALTH GHQ
MEAN 4.1 9.0 20.5 1.0 12.6 8.6
S.D. 1.6 7.1 7.2 1.7 7.6 7.6
RANGE 0-8 0-35 4-47 0-10 0-42 0-28
Table 3; Norms for OTI Scale Scores (N= 290 Opioid Users)
(Darke et al, 1991)
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In relation to crime, health, and GHQ scores, the DETOX group had average problems for 
crime, and above average problem scores for Health and GHQ, whilst the REHAB group had 
high crime and average health and GHQ scores.
Crime
The one unexpected finding was the highly significant difference obtained in the reported 
amount of prior criminal activity, subjects in the REHAB group reporting much higher prior 
criminal involvement in comparison to the DETOX group. Crime, as measured by the number 
of previous convictions, has been found to have a mediating effect on suggestibility by 
Gudjonsson & Singh (1984b). However in the present study, criminality had no relationship 
with suggestibility for the REHAB group, although for the DETOX group, crime had 
significant negative correlations with the Yield score (r= -0.45, p< .05) and near-significant 
correlation with the Total Suggestibility score (r= -0.35, N.S.). Crime also seemed to have the 
effect of lowering the general anxiety levels for all anxiety measures (STAIPre: r= -0.38; 
STAIPost: r= -0.39; Trait Anxiety: r= -0.48; p< .05). This issue is discussed later.
10 Measures
There were no significant differences between the two groups on IQ measures. All subjects 
fell within the IQ ranges of low average to high average IQs. Not surprisingly, IQ correlated 
positively with Immediate Recall (r=0.35, p< .05) and Delayed Recall (r=0.39, p< .05) 
measures of the Suggestibility scale. However IQ measures did not correlate significantly with 
any of the suggestibility scores (Yield: r= -0.08; Shift: r= -0.07; Total suggestibility: r= -0.09; 
N.S.).
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3.2 EXPERIMENTAL MEASURES
For each of the experimental measures independent T-tests were carried out to determine 
whether there were significant differences between the DETOX group and the REHAB 
group. Results are summarised in Table 4 below. Together with the Health and GHQ 
measures from the OTI, correlations were completed between all experimental measures. 
These will be described under separate subsections below (for correlation coefficients, see 
Tables 5, 6, and 7).
As there were no significant sex differences in the experimental measures for either groups, 
scores for males and females were combined for all the analyses.
DETOX (N=21) REHAB (N=19) T-VALUE PROB
Mean (s.d.) Mean (s.d.) .
Withdrawal 17.9 (10.4) 6.5 (6.0) 4.27 ***
GSS- limed Recall 20.5 (5.6) 19.6 (5.3) 0.52 N.S.
GSS- Delayed Recall 18.9 (5.8) 19.4 (5.5) 0.26 N.S.
GSS- Yield 1 6.3 (2.1) 5.1 (2.6) 1.60 N.S.
GSS- Shift 6.0 (3.7) 3.9 (3.2) 1.82 N.S.
GSS- Total 12.2 (4.4) 9.1 (4.8) 2.19 *
State Anxiety Pre 47.0 (12.0) 40.0 (10.0) 2.10 *
State Anxiety Post 45.1 (11.1) 50.0 (13.0) 1.21 N.S.
Trait Anxiety 49.5 (9.5) 49.3 (11.0) 0.05 N.S.
Compliance 10.2 (3.7) 9.8 (3.9) 0.37 N.S.
Self-Esteem 41.9 (15.8) 42.1 (18.6) 0.04 N.S.
Table 4: Mean Scores and T-Values for Experimental Measures:
DETOX vs REHAB Groups
1-tailed Signif: *** p< .001 * * p< .01 * p< .05
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WITHDRAW IMMED DELAYED YIELD 1
GHQ .5423***
WITHDRAW .5359*** .4752***
IMMED .0650 .1000 .1133
DELAYED . 0666 -.0149 .0003 .8856***
YIELD 1 .2490 .1237 .2640 -.2359 -.2910*
SHIFT .3367* .3757* .1924 -.2137 -.1298 .2744*
TOTALGSS .3736** .3408* .2737* -.2756* -.2404 .6981***
STAIPRE .3488* .6168*** .6580*** .2415 .1287 .1427
STAIPOST .0553 .4106** -.1174 -.2423 -.2570 .2306
TRAIT .2301 .4205** .0962 .035 -.0420 .2787*
GCS .3184* .2549 .0317 -.2795* -.2790 .2449
ISE .1694 .3739** .1119 .0090 -.0462 .1532
Correlations : SHIFT TOTALGSS STAIPRE STAIPOST TRAIT GCS
TOTALGSS .8800***
STAIPRE .0817 .1313
STAIPOST .0947 .1844 .2612
TRAIT .2137 .2967* .4952*** .5824***
GCS .2572 .3125* .3140* .4636** .5028***
ISE .1421 .1815 .5442*** .5372*** .8080*** .6071***
Table 5: Correlation Coefficients (r) for All Subjects
(DETOX and REHAB Groups)
No of cases: 40 l-tailed signif: * p< .05 ** p< .01 *** p< .001
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WITHDRAW IMMED DELAYED YIELD 1
GHQ .5118**
WITHDRAW .1603 .2838
IMMED .2763 -.0112 .2220
DELAYED .2665 -.0808 .0974 .8754***
YIELD 1 .0547 .0292 .0514 -.2505 -.2441
SHIFT .1128 .3721* -.1831 -.5236** -.3782* .1066
TOTALGSS .1199 .3256 -.1297 —.5550** -.4301* .5520**
STAIPRE .1362 .5652** .7045*** .1844 .1245 .0372
STAIPOST .4137* .5852** -.0917 -.2948 -.1885 .2497
TRAIT .1879 .4589* -.1104 -.1895 -.1641 .3401
GCS .2760 .2699 -.2185 -.2833 -.2581 .5011*
ISÉ .1530 .3844* -.0318 -.0586 -.0126 .2410
Correlations : SHIFT TOTALGSS STAIPRE STAIPOST TRAIT GCS
TOTALGSS .8879***
STAIPRE -.1156 -.0797
STAIPOST .4914* .5276** .3217
TRAIT .2917 .4020* .2754 .7098***
GCS .2716 .4596* .0775 .6790*** .5130*
ISE .0245 .1321 .4673* .6350*** .8347*** .5149**
Table 6: Correlation Coefficients (r) for DETOX Group
No of cases: 21 l-tailed signif: * p< .05 ** p< .01 *** p< .001
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WITHDRAW IMMED DELAYED YIELD 1
GHQ .3631
WITHDRAW .8319*** .4611*
IMMED -.2395 .1989 -.1940
DELAYED -.0938 .1257 -.1074 .9145***
YIELD 1 .2438 .0259 .3357 -.2858 -.3383
SHIFT .4091* .1784 .5468** .1231 .2245 .3424
TOTALGSS .4077* .1338 .5503** -.0738 -.0345 .7766***
STAIPRE .3771 .5591** .4186* .2884 .1870 .1019
STAIPOST -.0664 .5100* .1161 -.1705 -.3552 .3270
TRAIT .3138 .4696* .4898* .2582 .0809 .2454
GCS .3767 .2356 .3809 -.2900 -.2993 .0240
ISE .2288 .4599* .4373* .0766 -.0807 .0996
Correlations : SHIFT TOTALGSS STAIPRE STAIPOST TRAIT GCS
TOTALGSS .8578***
STAIPRE .1523 .1578
STAIPOST -.2087 .0390 .3877
TRAIT .1462 .2323 .8155*** .5008*
GCS .2292 .1668 .6070** .3133 .4954*
ISE .2922 .2504 .7185*** .4741* .7864*** .6923***
Table 7: Correlation Coefficients (r) for REHAB Group
No of cases: 19 l-tailed signif: * p< .05 ** p< .01 *** p< .001
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DETOX
Mean
(N=21) 
(s.d.)
REHAB
Mean
(N=19) 
(s.d.I
FORENSIC NORM 
Mean (s.d.I
ADULT
Mean
NORM
(S.d.)
GSS- Immed Recall 20.5 (5.6) 19.6 (5.3) 15.0 (8.0) 21.0 (6.0)
GSS- Delayed Recall 18.9 (5.8) 19.4 (5.5) 13.5 ( - ) 20.0 ( - )
GSS- Yield 1 6.3 (2.1) 5.1 (2.6) 6.5 (3.5) 4.0 (3.0)
GSS- Shift 6.0 (3.7) 3.9 (3.2) 4.0 (3.0) 2.5 (2.2)
GSS- Total 12.2 (4.4) 9.1 (4.8) 10.0 (5.5) 7.0 (5.0)
Table 8: Comparison of Mean Scores (DETOX and REHAB) With
Gudjonsson*s (1992) Norms
1) Withdrawal Symptoms
As predicted the DETOX group had a significantly higher mean score compared to the 
REHAB group for withdrawal symptoms, although surprisingly some subjects in the 
REHAB group still reported relatively high levels of withdrawal symptoms (maximum 
score reported was 19), which were not consistent with objective measures of 
withdrawal.
Withdrawal symptoms correlated significantly with pre-test state-anxiety for both the 
DETOX group (r=0.70, p<.001) and the REHAB group (r=0.42, p< .05), Withdrawal 
symptoms also correlated with Total Suggestibility for the REHAB group (r= 0.55, 
p< .01), which seemed to be more an effect of withdrawal symptoms on Shift (r=0.55, 
p<. 01) than on Yield 1 (r=0.34, N.S.). However, contrary to prediction, withdrawal 
symptoms did not correlate with any of the scores of the GSSl for the DETOX group. 
Withdrawal symptoms correlated highly with the two health measures for the REHAB 
group (Health: r=0.83, p< .001; GHQ: r=0.46, p< .05), but surprisingly, not 
significantly for the DETOX group (Health: r=0.16; GHQ: r=0.28; N.S.).
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2) Gudjonsson Suggestibility Scale (GSSl) Scores
The only difference in the GSS scores which reached statistical significance was the 
Total Suggestibility score, with DETOX subjects being more suggestible than the 
REHAB group, as predicted. Although the difference in the Shift scores was in the 
predicted direction with a higher score for the DETOX group, this did not reach 
significance.
Contrary to prediction there were no differences in the memory scores, either in terms 
of Immediate or Delayed Recall despite the common complaint of poor memory and 
confusion whilst undergoing withdrawal.
Comparison with Gudjonsson’s norms for a normal adult population and a forensic 
group (see Table 8) indicate that, contrary to prediction, memory functions of opiate 
addicts are no different from the normal adult population. In terms of the 
Suggestibility scores however, as predicted, opiate addicts are more similar to the 
forensic group than to the normal adult population. The clearest group differences are 
seen in the Total Suggestibility score, in which the REHAB group is similar to the 
forensic group, with scores higher than for the normal adult population, whilst the 
DETOX group obtained even higher suggestibility scores. The mean score for the 
DETOX group is more than one standard deviation above the normal adult population 
norm.
In terms of correlations, there were non-significant correlations between the Shift and 
the Yield scores, indicating a relatively independent aspect of suggestibility. As found 
by Gudjonsson (1992), Immediate and Delayed Recall scores both correlated negatively 
with the two suggestibility scores of Yield 1 and Shift for the DETOX group i.e. the 
less recalled, the more suggestible. This effect was more prominent for the Shift factor 
(Immed Recall: r= -0.52, p< .01; Delayed Recall: r= -0.38, p< .05) than for the Yield 1 
factor (Immed Recall: r= -0.25; Delayed Recall: r= -0.24, N.S.). Surprisingly, for
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the REHAB group, minimal correlation was found between the memory factors and the 
suggestibility factors. In the case of the Shift scores, the small trend found was even 
towards the positive direction (Immed Recall: r=0.12; Delayed Recall: r=0.22; N.S.).
For the REHAB group, the only two significant correlations for the suggestibility 
scores were with the health variables of Health (r=0.41, p< .05) and Withdrawal 
(r=0.55, p< .01). This was due more to the effect of health variables on the Shift score 
(Health: r=0.41, p< .05; Withdrawal: r=0.55, p< .01) than on the Yield score (Health: 
r=0.24; Withdraw: r=0.34; N.S.) as expected. For the DETOX group however, no 
significant correlations were found between suggestibility and the health variables 
except for a significant positive correlation between the Shift score and the GHQ score 
(r=0.37, p< .05). Both for the Yield and Shift scores, memory ftmctions appeared to 
have a more prominent role in influencing suggestibility in the DETOX group.
3) Spielberger State-Trait Anxietv Inventory (STAI) Scores
In terms of trait anxiety, there were no significant differences between the two groups. 
Compared to the normal adult population norms (mean= 35, s.d.= 9) both groups had 
relatively high trait anxiety scores, being more than one standard deviation away from 
the norm.
In order to evaluate state anxiety, a two way MANOVA was calculated, the within- 
subject variable being anxiety (pre- versus post-) and the between-subject variable 
being group (DETOX versus REHAB). While there was no main effect of group or 
anxiety, there was a significant group by anxiety interaction (F= 8.16, p< 0.01).
REHAB subjects’ state anxiety increased with negative feedback, whereas the 
DETOX subjects’ state anxiety remained unchanged fi’om the initial higher levels. The 
REHAB group’s pattern of change is similar to that obtained by Gudjonsson (1988a) 
for the normal adult population. Post hoc comparison of means indicated that there was 
a significant difference in anxiety levels at the start of the session (STAIPre), with
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DETOX subjects reporting higher anxiety levels than REHAB subjects. However there 
was no difference in anxiety levels after the negative feedback of the GSSl (post-test 
state anxiety).
For the DETOX group, pre-test anxiety seemed to correlate more with health factors 
(i.e. GHQ: r=0.57, p< .01; Withdrawal symptoms: r=0.70, p < .001) than with 
personality variables (ISE: r=0.46, p< .05; Trait Anxiety: r=0.28; GCS: r=0.78; p= 
N.S.), whereas for the REHAB group, pre-test anxiety correlated more strongly with 
personality variables (i.e. Trait anxiety: r=0.82, p< .001; GCS: r=0.61, p< .01; ISE: 
r=0.72, p< .001) than with withdrawal-related variables (Health: r=0.38, N.S; GHQ: 
r=0.56, p< .01; Withdrawal symptoms: r=0.42, p< .05). For the DETOX group, 
STAIPost scores correlated more highly with the three personality variables (Trait 
anxiety: r=0.71; GCS: r=0.68; ISE: r=0.64 at p< .001).
4) Gudjonsson Compliance Scale (GCSl
No significant difference were obtained between the two groups on the GCS. In fact, 
the means for the two groups were very similar to Gudjonsson’s adult norm (mean= 
10.1, s.d.= 4.6).
For both groups, all three personality variables of trait anxiety, compliance, and self­
esteem correlated positively at the p< .001 significance level. Compliance correlated 
significantly with the Total Suggestibility scores in the DETOX group (r=0.46, p< .05), 
but not in the REHAB group. Contrary to Gudjonsson’s studies (e.g. 1987a), this 
correlation in the DETOX group was more due to its effect on the Yield factor 
(r=0.50, p< .05) than on the Shift factor (r=0.27, N.S.).
5) Hudson Index of Self-Esteem QSE)
Counter to the research prediction, self-esteem scores did not differ between the two 
groups. Both the DETOX and the REHAB group had clinically significant levels of
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poor self-esteem (the cut-off being a score of 30). Since self-esteem is more akin to a 
personality variable, as opposed to measures of more transient conditions such as GHQ 
and state anxiety, it may take a longer period of time before any substantial 
improvement is seen.
Contrary to predictions, there were no significant correlations between self-esteem and 
any of the suggestibility measures in either of the groups. Self-esteem however, did 
correlate with both pre- and post- state anxiety measures in both groups: more so with 
pre-state anxiety (r=0.72, p< .001) than with post-state anxiety (r=0.47, p< .05) in the 
REHAB group, and the converse effect in the DETOX group (STAIPre: r=0.47, 
p< .05; STAIPost: r=0.64, p< .001). Self-esteem also correlated significantly with the 
GHQ scores in both groups (DETOX: r=0.38, p< .05; REHAB: r=0.46, p< .05), and 
with Withdrawal symptoms in the REHAB group (r=0.43, p< .05), but not in the 
DETOX group (r= -0.03, N.S.).
3.3 SUMMARY
Summarising the results following from the main hypotheses:
1) In support of the research hypothesis, interrogative suggestibility was significantly
higher for both DETOX and REHAB groups in comparison to the normal adult 
population norm (Gudjonsson, 1992). As predicted, the norms were similar to those 
obtained with a forensic group (Gudjonsson, 1992).
2) In support of the research hypothesis, interrogative suggestibility i.e. the Total
Suggestibility score in the Gudjonsson Suggestibility Scale (GSSl) was significantly 
higher for the DETOX group in comparison to the REHAB group. Furthermore, the 
mean score of the REHAB group was similar to the forensic group norm, whilst the 
DETOX group obtained scores higher than the forensic group, and which were one 
standard deviation above the normal adult population norm.
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3) There was partial support for the research hypothesis on correlation between 
suggestibility and personality variables such as compliance, self-esteem, and trait 
anxiety. These three personality variables correlated highly amongst each other, 
however none consistently correlated significantly with any of the measures on 
suggestibility. Self-esteem had no significant correlation with suggestibility, whilst 
compliance and trait anxiety had a low but significant correlation with the Total 
Suggestibility scores. These personality factors however, were highly correlated with 
the state anxiety measures. Also, contrary to predictions, the REHAB and DETOX 
groups did not differ on these measures. Both the DETOX and REHAB groups had 
higher trait anxiety than the norm (Spielberger, 1969) and lower self-esteem, whilst the 
degree of compliance was identical to those of the normal adult population.
4) There was a partial support for the hypothesis relating to state-anxiety. Pre-test state 
anxiety (STAIPre) was significantly higher for the DETOX group compared to the 
REHAB group, but the groups did not differ in state anxiety after receiving negative 
feedback (STAIPost). In fact there was a significant interaction effect, in that state 
anxiety increased in the REHAB group, while for the DETOX group, it remained the 
same throughout. Compared to the normal adult population norms (Spielberger,
1969), the DETOX group had higher state-anxiety scores at both pre- and post­
measures, whilst for the REHAB group, state-anxiety was higher only at the post­
measure. Post-anxiety correlated more with personality factors than with health factors 
in both groups, whilst pre-anxiety correlated more with health factors in the DETOX 
group, and with personality factors in the REHAB group. Post-anxiety also correlated 
highly with the Shift scores for the DETOX group, as in the Gudjonsson study (1988a), 
however no correlation was found in the REHAB group.
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CHAPTER IV: DISCUSSION
4.1 INTERROGATIVE SUGGESTIBILITY IN OPIATE ADDICTS
Interrogative suggestibility has been shown to be a relatively stable personality trait of an 
individual, however at the same time being influenced by situational factors (Gudjonsson, 
1992). The level of suggestibility of an individual at a given time was thought to be the result 
of a combination of factors: the environmental situation, personality traits that an individual 
brings to the situation, and the temporary physical and psychological conditions of the 
individual. It was argued that opiate addicts as a group were generally more suggestible than 
the normal adult population due to both their personality traits and situational circumstances. 
This hypothesis was supported in the present findings: opiate addicts as a group i.e. both 
DETOX and REHAB groups, were found to be higher in suggestibility than the normal adult 
population.
Opiate addicts in general were thought to be more suggestible due to their poor means of 
problem-solving and coping skills (Bradley et al, 1989) as they may have habitually turned to 
drugs as a learnt method of coping. They were also thought to be lacking in self-esteem and 
assertiveness (as opposed to a passive-avoidant or aggressive stance), which are both factors 
which influence the level of suggestibility. When faced with a demanding and stressful 
situation, they were thought to be more likely to turn to avoidant coping strategies i.e. turn to 
drugs, rather than to employ active cognitive and behavioural coping strategies. Although 
coping strategies were not specifically tested in the present study, this seemed to be the case 
fi*om observations during testing. Subjects were often preoccupied with anxieties about their 
performance, rather than adopting an active coping strategy and critically analyse the 
misleading questions. These preoccupations appeared to reflect their poor self-esteem as 
evidenced by self-depreciating statements e.g. “my memory isn’t too good is it?” “I’m not 
doing too well,” “I must have made a lot of mistakes,” irrespective of their actual performance 
level. When faced with misleading questions and negative feedback, the subjects seemed to 
doubt themselves rather than doubt the Examiner. Indeed self-esteem as measured by the 
Hudson Index of Self-Esteem (ISE) suggested clinically significant self-esteem problems in 
both the DETOX and the REHAB group.
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It was hypothesised that suggestibility levels in the opiate addicts would be more similar to a 
forensic population due to the many overlapping characteristics to these populations. This was 
indeed the case. In Gudjonsson’s studies, the forensic group was found to be consistently 
higher in suggestibility relative to a normal adult population (Gudjonsson, 1992). There are 
two main reasons why opiate addicts are similar to a forensic population: 1) many incarcerated 
criminal offenders are users of opiates (Dobinson & Ward, 1985), and 2) many opiate addicts 
have criminal convictions (Bell et al, 1990). Indeed most of the subjects in the present study 
had previous criminal convictions and had engaged in criminal activities (mostly drug-related) 
prior to commencing detoxification.
4.2. OPIATE WITHDRAWAL SYNDROME
Opiate addicts on the whole were thought to be more suggestible than the normal adult 
population due to their underlying personality traits (e.g. self-esteem, assertiveness, etc.). 
Within the opiate addict group, however, the period of opiate withdrawal was hypothesised to 
be a particularly vulnerable time due to its association with increased anxiety and other physical 
and psychological disturbances e.g. restlessness, irritability, depression, weakness, etc. Thus, 
opiate withdrawal syndrome is characterised by its marked anxiety component; the Shift factor 
of the Gudjonsson Suggestibility Scale (GSSl), rather than the Yield factor, has been found to 
be particularly sensitive to anxiety and other situational factors. Hence it was predicted that 
the Shift scores would be higher in the DETOX group than the REHAB group. Yield, on the 
other hand, has been shown to have higher correlations with cognitive capacities of the 
individual such as intelligence and memory functions. Opiate addicts often complain of poor 
memory and forgetfulness, and anxiety is also known to affect attention and concentration 
abilities. Furthermore, delayed recall has been found to show consistently higher correlation 
with the Shift scores than between immediate recall and the latter score (Gudjonsson, 1983) 
i.e. it is the rate of memory decay which is crucial to Shift rather than the absolute memory per 
se. Hence it was predicted that suggestibility would be higher in the DETOX group than in 
the REHAB group due to both higher Yield and Shift scores in the former. The overall 
hypothesis was supported in the present study in that suggestibility, as represented by the Total
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Suggestibility score of the GSSl, as well as all withdrawal related measures i.e. withdrawal 
symptoms, health problems, and the GHQ, were significantly higher in the DETOX group than 
in the REHAB group. The two groups did not differ on any other background variables or 
personality measures (with the exception of levels of previous criminal activity). These findings 
seem to suggest that the generally higher levels of suggestibility found in the opiate addict 
group may be due to underlying personality factors which are relatively stable over time, and 
which provide a predisposing vulnerability, whilst the fiarther increase in suggestibility found in 
the DETOX group may be due to situational factors such as opiate withdrawal and its 
associated physical and psychological disturbances.
Looking more specifically at the subscales of the GSS, some findings do not support the initial 
hypotheses. Contrary to predictions, memory functions, both in terms of immediate and 
delayed recall, in the opiate addict population did not resemble the forensic population and 
were comparable to the normal adult population. This is in spite of the fact that opiate addicts 
often complain of poor memory. There was no difference between the memory functions of 
the DETOX and REHAB groups. This may be why no difference in the Yield scores was 
found between the two groups. In comparison to the Gudjonsson’s norms, however, the Yield 
scores in the present study were similar to his forensic group, rather than to those of his normal 
adult population, despite the present groups’ normal memory functions.
As regards the Shift score, there was a trend towards higher scores for the DETOX group 
compared to the REHAB group, however this did not reach statistical significance. Comparing 
with Gudjonsson’s norms, however, the Shifl; scores of opiate addicts were higher than those 
of the normal adult population. Scores of the REHAB group was identical to those of his 
forensic group, whilst DETOX group scores were even higher. This may be partly due to the 
significantly higher anxiety and other psychological problems reported in the DETOX group, 
but also partly due to the perceived poor memory and confusion reported by the DETOX 
group. DETOX group subjects may have been less able to concentrate on the questions and to 
adopt a critical problem solving approach due to high levels of anxiety when faced with 
negative feedback, but they may also have been more prone to doubt their memory, and hence
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to be easily manipulated. Indeed, despite the lack of statistically significant difference in 
scores, the answers given by the two groups were qualitatively different. That is, when 
subjects were seen to give “non-suggestible” answers, the REHAB subjects gave more “didn’t 
say” answers than the DETOX subjects, whereas the latter gave more “don’t know” or “can’t 
remember” answers. The former is characteristic of “discrepancy detection” (Loftus et al, 
1978) i.e. subjects are able to detect discrepancies between remembered facts and new 
information introduced in the questions. This is most likely to be achieved by a critical 
problem-solving approach adopted by the subject. In the latter case, the answer “can’t 
remember” suggests that the subject believes that the information was given in the narrative, 
and is instead doubting his/her own memory rather than doubting the Examiner.
DETOX subjects were often heard saying “it must have been .” and convincing themselves of 
the answers they gave. The misleading questions, in this case, appeared to further reinforce 
their beliefs about their own poor memory. Interestingly, many REHAB subjects, on the 
other hand, commented on how their memory had greatly improved since coming off drugs, 
and appeared more confident about their memory fimctions.
There were some anomalies in the correlations obtained in the present study i.e. although 
withdrawal and pre-test state anxiety correlated extremely highly in the DETOX group, neither 
of the measures correlated with the suggestibility scores. On the other hand, in the REHAB 
group, withdrawal symptoms correlated not with pre-test anxiety, but rather with the second 
anxiety measure, and also with the suggestibility scores. Correlations between the withdrawal 
related measures and the suggestibility scores were found for the REHAB group but not for 
the DETOX group. This is a highly unexpected finding, as if anything, this relationship was 
thought to be stronger for the DETOX group than in the REHAB group due to the withdrawal 
related symptoms being more severe, and hence more salient for the former. It may perhaps be 
that when withdrawal symptoms are severe, there is not a simple linear relationship. When 
individuals are experiencing acute withdrawal syndromes, personality factors which affect the 
way an individual copes with the interrogative situation and with his/her symptoms may be a 
more important deciding factor in the levels of suggestibility exhibited. On the other hand, at
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the rehabilitation stage when the majority are no longer experiencing withdrawal symptoms, 
the presence of persistent withdrawal symptoms may become a salient feature. In the REHAB 
subjects, most subjects no longer reported any withdrawal symptoms, hence, it is possible that 
the minority who claimed to be still experiencing withdrawal symptoms were the most 
suggestible. This would then account for the observed correlation between withdrawal and 
suggestibility in the REHAB group, but not in the DETOX group.
4.3. CRIMINALITY
The fact that the REHAB group had significantly higher crime scores than the DETOX group 
needs to be commented upon further as criminal activity, as measured by previous convictions, 
has been found to be an attenuating factor on suggestibility (Gudjonsson & Singh, 1984). It 
could be argued that the reason why the REHAB group had lower suggestibility scores is more 
due to their higher levels of criminal involvement rather than due to other personality or 
situational factors.
The present score differences may have been a genuine finding, or alternatively, it may have 
been due to underreporting of crimes in the DETOX group. In the present study, the level of 
criminal activity engaged in the one month prior to commencing detoxification was sought as a 
measure of criminality rather than the number of previous convictions as in the Gudjonsson 
studies (e.g. Gudjonsson & Singh, 1984). Due to the farther temporal distance between the 
time of the interview and the period of criminal activity to be reported for the REHAB 
subjects, they may have found it easier to distance themselves fi'om the acts, and hence to 
report more truthfully than the DETOX subjects. For the latter, they were required to report 
criminal acts carried out up to just one day prior to the interview. This close temporal 
proximity with the criminal acts may have made them feel more uneasy about the questions, 
and hence, created more difficulty in reporting truthfully the full extent of their criminal 
activities. This may have been particularly so if the DETOX subjects felt concerns about 
confidentiality issues on the ward, and if they thought their answers may adversely affect the 
staffs perception of them. In the OTI manual, Darke et al (1991) discuss the problem of
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obtaining accurate information in a setting where there are consequences for the individual in 
admitting to certain behaviours, and that clearly, these problems would apply to some areas 
more than others e.g. drug-use and crime would be more problematic than health or social 
functioning. Criminality has the lowest reliability (Cronbach’s coefficient alpha of 0.38) among 
all the OTI subscales. Although total confidentiality and anonymity had been promised at all 
times, DETOX patients may have been more likely to perceive the Experimenter as being one 
of the staff due to the Experimenter being attached to the psychology department within the 
hospital, whereas for the REHAB group, the Experimenter may have been perceived as an 
independent researcher coming from outside. Should this been the case, it may have biased the 
results towards higher crime scores in the REHAB group.
Self-report measures of criminal activity in the Opiate Treatment Index (OTI) were used 
instead of official crime statistics due to the argued superior sensitivity of the former measure 
(Darke et al, 1991). Correlation between the OTI Crime scale and previous convictions as 
measured by the Addiction Severity Index (ASI) Legal subscale (McLelland et al, 1985) is 
poor (r= 0.02). Data regarding the relationship between self-reported crime and official arrest 
statistics indicate that a great deal of undetected criminal activity occurs in the opiate addict 
population (e.g. Dobinson & Poletti, 1989; Inciardi, 1979). Hence the self-report measure was 
considered a more sensitive measure of crime. However in the present study, the reliance on 
self-report measures may have led to biased results for the reasons discussed above, in which 
case, using previous convictions as identified from the official criminal statistics may have been 
a more unbiased measure.
On the other hand, it is possible that the difference found was a genuine finding. Some 
REHAB subjects came directly fi’om prison, whereas there were none who did in the DETOX 
group. Hence there may have been higher criminal involvement in the REHAB subjects. 
However apart fi’om one subject, all DETOX subjects did have previous convictions. In the 
REHAB group there were three subjects who did not have any previous convictions. It seems 
that the difference arose due to the presence of high scorers in the REHAB group. However, 
it is worth mentioning that there was no correlations between the crime scores and the
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suggestibility scores in the REHAB group. Interestingly for the DETOX group, there was an 
association between crime scores and suggestibility. However if the crime scores did have an 
attenuating effect on suggestibility, then it would point to the possibility of even higher 
suggestibility scores for opiate addicts who have had less or no previous criminal involvement. 
The present REHAB group scored in the “high” range for crime, hence the “average” 
rehabilitated opiate addict may be higher still in suggestibility than the forensic population. In 
any case, the direction of change would be an increase in the suggestibility scores in the 
REHAB group rather than a decrease in the DETOX group. This is in support of the original 
hypothesis that opiate addicts as a group are more suggestible than the normal adult 
population, but contrary to the initial hypothesis, even more suggestible than a forensic 
population.
4.4. STATE ANXIETY
State anxiety has been shown to correlate with suggestibility due to the anxious person being 
less able to think clearly and to adopt a critical problem-solving approach to the situation 
(Gudjonsson, 1988a). Anxiety regarding one’s own performance may also make individuals 
preoccupied with him/herself and unassertive when faced with a conflict situation. Opiate 
withdrawal syndrome is characterised by its high anxiety component apart from the more 
obvious physical signs of withdrawal, and it was therefore hypothesised that the period of 
active opiate withdrawal would be a highly vulnerable period for the opiate dependent 
individual. Indeed at the initial stage of the testing session, the DETOX group was seen to be 
significantly more anxious than the REHAB group, and also more anxious in comparison to the 
normal adult population norms (Spielberger, 1979). This initial anxiety level correlated highly 
with the reported severity of withdrawal, suggesting that those with more severe withdrawal 
symptoms were more anxious. Interestingly, in the REHAB group, for whom there should be 
no longer any withdrawal symptoms, subjects still reported having these symptoms despite the 
lack of objective measures of the symptoms. This score correlated with both pre-test anxiety 
scores and trait anxiety scores. Hence the subjective feelings of the individual may be more 
important in this case than the physical withdrawal per se.
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The interesting and unexpected finding was the interaction effect obtained between the two 
groups in the state anxiety measures. That is, state anxiety in the REHAB group increased 
with negative feedback as for the subjects in Gudjonsson’s study (1988a), whilst the high levels 
of anxiety in the DETOX subjects remained the same throughout. However, in the latter 
group, the second anxiety measure correlated positively with the Shift scores i.e. the more 
anxious the individuals became, the more likely they shifted their answers. This correlation 
was also found in the Gudjonsson study. Interestingly, this second anxiety score also 
correlated significantly with the withdrawal related measures of Health and the GHQ, 
although not directly with the withdrawal scores. These findings together may suggest that 
health conditions may indeed influence the individual’s anxiety levels, which may in turn affect 
the level of suggestibility.
4.5. PERSONALITY FACTORS
Personality factors such as compliance, assertiveness, self-esteem, locus of control, have all 
been found to correlate with suggestibility (Gudjonsson, 1992) i.e. high degree of compliance, 
low degree of assertiveness and self-esteem, and external locus of control are traits likely to 
produce highly suggestible individuals. In the present study, levels of compliance and self­
esteem, as well as trait anxiety were specifically investigated. It was hypothesised that opiate 
addicts in general would be more compliant, lower in self-esteem, and higher in trait anxiety 
than are normal adults, and fiirther, that within the opiate addict groups, DETOX subjects 
would be higher than the REHAB group in these measured traits. In turn, it was hypothesised 
that levels of suggestibility would be higher in the DETOX group than in the REHAB group, 
due partly to improvements in these personality traits seen in the latter group as a function of 
coming off drugs.
Contrary to predictions, there were no differences found in these three personality traits 
between the two groups. Although the two group’s self-esteem level was lower and trait 
anxiety higher than in the normal adult population, only self-esteem had a correlation with the 
number of years of drug-use and opiate-use, indicating that the longer an individual is on
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drugs, the lower his/her self-esteem. This may suggest that some aspects of an individual’s 
personality may be adversely affected by the long years of drug use. Alternatively, there may be 
certain personality traits which make an individual more prone to abuse. Although drug use 
may adversely affect an individual’s personality, improvements following abstinence may be 
more gradual than in factors such as physical health and temporary psychological conditions 
e.g. state anxiety. Health and GHQ scores, indicating that these personality traits are indeed 
relatively stable over time.
Another anomalous finding was that, unlike in the Gudjonsson studies, personality traits did 
not consistently correlate with suggestibility. The relationships among the personality 
variables, opiate withdrawal related variables and the suggestibility measures were not 
consistent between the two groups, making it difficult to interpret the results. However, on 
the whole, personality traits of compliance and trait anxiety did have positive correlations with 
overall suggestibility. This association was greater for the DETOX group than the REHAB 
group. Interestingly, in the REHAB group, personality variables correlated significantly with 
withdrawal symptoms, which in turn correlated highly with both the Shift and the Total 
suggestibility scores. However there was no relationship between personality variables and 
suggestibility measures in this group. This may suggest that those with more disturbed 
personalities may experience prolonged withdrawal symptoms, mostly subjective in nature, 
which in turn may affect how an individual copes with the given situation.
4.6. LEGAL IMPLICATIONS
In the present study, it was found that opiate addicts as a group had significantly higher levels 
of suggestibility than the normal adult population, and furthermore, that opiate addicts, when 
experiencing acute withdrawal, are likely to be even more anxious and more suggestible. This 
finding has important legal implications since a large number of suspects brought in to the 
police station for questioning may be dependent on opiates, and hence they are likely to be 
facing acute withdrawals at the time of questioning. If the suspect is suffering from acute 
withdrawal symptoms, then it would be highly probable that they are extremely susceptible to
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the coercive and manipulative techniques used by the police (Zimbardo, 1967). This would 
pose serious doubts on the reliability of confessions and self-incriminating admissions made by 
the opiate dependent individuals.
Police interrogative situations have been identified as highly stressful situations even for normal 
individuals e.g. physical environment of the police station, confinement and isolation, 
submission to authority, etc. (Irving & Hilgendorf, 1980). For an opiate addict, the level of 
stress is further heightened by the physical and psychological distress accompanying 
withdrawal, along with the anxieties and fears about when they might be able to obtain the next 
supply of drugs. In the present study, opiate addicts were found to be significantly higher in 
suggestibility even within a therapeutic setting of drug treatment establishments, where 
detoxification is voluntary and planned. Patients admitted are prepared and motivated to come 
off opiates, and in any case, they would have satisfied the admission criteria for detoxification. 
Even in these patients, and furthermore, even in rehabilitated opiate addicts who are not 
actively withdrawing, suggestibility was found to be high. In comparison, withdrawal is 
sudden, unexpected, and the course uncertain for the opiate-dependent individuals brought in 
for interrogation. This fact alone may serve to heighten stress levels, and hence the 
suggestibility in the opiate-dependent suspects.
It is not argued that a softer approach is required for suspects dependent on opiates. As most 
suspects are reluctant to confess to their crimes, a certain amount of coercion may always be 
needed. What is however suggested is a review in policies regarding the holding and 
interrogation of suspects dependent on opiates. These are that a) medical officers at police 
stations should be trained to recognise withdrawal symptoms through psychological distress, 
rather than solely concentrating on objective physical measures, b) there should be adequate 
prescribing policies at the police station, and c) there should be adequate training of police 
officers in recognising vulnerabilities in these individuals (e.g. a formal assessment using the 
GSS could be requested for first-time offenders), and d) active steps could be taken to 
minimise the effect of withdrawal, and hence suggestibility in these individuals.
157
At present, methadone is prescribed inadequately at police stations due to medical officers 
being reluctant to prescribe unless severe physical symptoms are present. It seems that the 
more subjective symptoms of withdrawals such as irritability, anxiety, depression, etc. are often 
ignored. Even when these symptoms are recognised, medical officers are still reluctant to 
prescribe due to the perceived problems of prescribing a psychoactive substance. The police 
seem to be concerned about the implications of prescribing methadone on the jury’s and 
judges’ perceptions i.e. the fact that the suspect was taking a mind-altering substance at the 
time of the interrogation could potentially pose doubts on the admissibility of evidence 
(confession obtained from the suspect) in court (Davis, personal communication). They may 
perceive the confessions obtained under these circumstances to be less reliable due to the fact 
that the suspect may have been “high” at the time. Ironically however, it is precisely because 
the suspect is actively withdrawing that he/she may be in an abnormal mental state, and hence 
produce unreliable evidence. It is in the non-dependent individual, for whom prescribing of 
methadone would create an abnormal mental state of a “high.” For the already dependent 
individual, prescribing a stabilising dose of methadone would only act to minimise his/her 
psychological distress as well as the physical discomfort of withdrawal. Obviously, this would 
require careful assessment to avoid intoxication. In this case, it may be better to err on the low 
side rather than on the high side for obvious reasons, however the fact that the suspect has 
been given a dose of methadone, even in inadequate amounts, would serve to reassure the 
suspect, and hence reduce his/her anxiety level. It has been found that it is the person’s 
cognitions e.g. fear of withdrawal, negative expectations, etc. which play a major role in the 
subsequent severity of withdrawal, rather than the actual dosage of dependence or number of 
years of opiate use (Phillips et al, 1986).
In line with the cognitive expectation hypothesis, attempts could be made to reassure the 
opiate dependent suspects regarding the expected opiate withdrawal without affecting the 
actual police interrogation itself. Suspects could be given accurate information and 
reassurances regarding the expected course of withdrawal and its effects by the medical officer 
(not by the actual police interrogator) prior to the interrogation. Many opiate addicts appear 
to suffer from “opiate abstinence phobia” (Hall et al, 1984; Hall, 1979) or “detoxification
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phobia” (Milby et al, 1980), having irrational beliefs regarding the extent of discomfort to be 
experienced. It has been shown that giving knowledge of the dose reduction schedule serves to 
reduce symptom complaints in opiate addicts in treatment (Stitzer et al, 1982). Much of the 
withdrawal symptomatology is thought to be the result of anxiety and uncertainty. Giving 
accurate and reassuring information may help to reduce these irrational fears and uncertainties, 
and hence enable individuals to cope better with the interrogation situation.
The above suggestion is made not with the aim of making guilty individuals more resistant to 
confessing, but rather in order to safeguard the rights of the accused, and to avoid false 
confessions in those most vulnerable. This would also have beneficial effects for the police 
since they would have a stronger counter-argument in the case of a retracted confession, and 
hence avoid later embarrassments if the defence argues that the police have failed to safeguard 
the rights of the opiate-dependent individual on the basis that the suspect was in an abnormal 
mental state, and hence being highly suggestible at the time of the interrogation.
4.7. CRITICAL ANALYSIS AND SUGGESTIONS FOR FUTURE RESEARCH 
The greatest limitation of this study was in its design i.e. the fact that it was a between-group 
comparison, rather than being a within-group follow-up study. Hence, despite the 
hypothesised difference being obtained between the two groups in terms of the withdrawal 
related measures, pre-test anxiety and suggestibility scores, caution needs to be exercised in 
making inferences. Although all the background variables were adequately controlled, and no 
differences in the personality measures were observed, there may have been some undetected 
inherent differences in the two groups which may have contributed to the differences obtained 
in the suggestibility scores. The higher crime rate in the REHAB group is one such factor 
which needs to be adequately controlled. However, as previously discussed, it was the 
REHAB subjects who had higher than average crime scores rather than the DETOX group 
having lower than average crime scores, hence the chances are that in reality, the population of 
rehabilitated opiate addicts are more suggestible than were found in the present study rather 
than detoxifying opiate addicts being less suggestible.
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Clearly, further studies using a follow-up design are required to test the change over time. In 
the present study, this was not possible due to an unexpectedly large number of patients 
discharging themselves before completion of their detoxification programme. It may be that 
these self-discharging patients are highly suggestible individuals, in which case those who do 
complete the detoxification programme and go on to the rehabilitation stage may be a self- 
selecting sample of less suggestible individuals. Many opiate addicts seem to discharge 
themselves from the detoxification ward due to immediate situational circumstances such as 
social pressure (Cummings et al, 1980), as well as explicit plans to use (Bradley et al, 1989). It 
is generally known that some patients come to the detoxification ward with impending court 
cases and in the hope of reducing their sentences, rather than through a genuine wish to come 
off drugs. These individuals are often seen to try to persuade and convince others to use again. 
During interviews with the inpatients, many commented that these persuasive arguments by 
these individuals made it more difficult for them to keep to their goal. It may be that highly 
suggestible individuals are more prone to be susceptible to these persuasions i.e. prone to 
accept and internalise these views more readily, and hence to discharge themselves on an 
impulse. It was observed during the course of the study that many patients discharged 
themselves in groups, following the lead of an individual who came to the ward with a non- 
therapeutic aim. This would suggest that the subjects in the present study were those who were 
less suggestible, and that opiate addicts on the whole are even more suggestible than was 
found in the present study. It would be interesting to test this hypothesis by identifying 
whether or not suggestibility could predict outcome status of patients in treatment.
Another criticism of the study is in its relatively small sample size, which precluded further 
detailed statistical analysis e.g. regression analysis. This was partly due to the limited duration 
of the study (5 months), but also because of the lack of subjects in the DETOX group due to a 
large number of patients discharging themselves. It is generally known that large numbers of 
patients fail to complete detoxification (Milby et al, 1987; Simpson et al, 1982; Kleber, 1977), 
and hence data collection is difficult and time-consuming. Although predictions were made 
prior to the study as to the possible number of subjects who could be assessed, a larger number
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of patients self-discharged during this period than were expected from the admission/discharge 
data of the drug treatment unit. In future studies this fact should be accounted for prior to the 
study in order to allow sufficient time for data collection.
Possible future research may include running the experiment actually at police stations rather 
than in the drug treatment services. Comparison could be made between opiate-dependent 
suspects and those who are not dependent on drugs. Theoretically, it would be expected that 
the difference observed would be even greater than the present difference found between the 
experimental group and Gudjonsson’s forensic norm as the latter is likely to include a 
substantial number of suspects dependent on drugs. If background variables which has been 
found to influence suggestibility e.g. level of crime are matched between the two groups, a 
purer measure of the effects of opiate dependency/withdrawal could be obtained.
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CHAPTER V: CONCLUSIONS
From the present research, it may be concluded that opiate addicts as a group are more 
suggestible than the normal adult population. They are similar to the forensic population due 
to the overlap in criminal involvement, but also in their personality characteristics e.g. poor 
self-esteem, and situational circumstances e.g. social problems, poor physical and 
psychological health conditions.
It was fiirther found that opiate addicts whilst undergoing opiate withdrawal syndrome are 
even more suggestible than when they have been stabilised off opiates, and hence are no 
longer suffering from acute withdrawal. Apart from the underlying personality traits that 
predispose the opiate addicts, in general, to be more vulnerable to suggestive influences, the 
situational factors of physical and psychological distress accompanying withdrawal, appear to 
further contribute to the vulnerability of these individuals. The two groups i.e. DETOX and 
REHAB subjects differed significantly on the suggestibility scores, as well as on withdrawal 
related measures (Withdrawal symptoms. Health problems and the GHQ), and on pre-test 
state anxiety.
These findings were in support of the Gudjonsson & Clark (1986)’s model of interrogative 
suggestibility, in which level of suggestibility was theorised to be determined by the 
environmental situation, personality traits that an individual brings to the situation, and the 
temporary physical and psychological conditions of the individual. Opiate addicts on the 
whole were found to suffer fi'om poor self-esteem and high trait anxiety compared to the 
normal adult population, factors both found to significantly increase suggestibility. These 
personality variables were indeed relatively stable over time, suggesting that even when opiate 
addicts come off drugs, improvements in personality variables are slow and gradual.
Opiate addicts whilst undergoing withdrawal were found to be experiencing both physical and 
psychological distress, as measured by the Opiate Withdrawal Symptom Questionnaire 
(OWSQ), Health subscale of the Opiate Treatment Index (OTI) and the GHQ, which are all 
variables known to increase suggestibility.
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These findings have important legal implications, in particular, with regard to the reliability of 
confessions and self-incriminating admissions made by suspects dependent on opiates. Opiate 
dependent suspects whilst being held for interrogation at police stations are likely to be 
suffering from acute withdrawal syndrome as they are often denied access to opiates during 
this period. In the present study, opiate addicts undergoing withdrawal were found to have 
both personality traits and temporary physical and psychological conditions which make them 
more suggestible. This was the case even in the therapeutic environment of a drug treatment 
unit. Police stations are stressful environments in themselves, and the procedure of police 
interrogation stressful even for a suspect not dependent on opiates. Thus the combination of 
the three i.e. personality disturbance, physical and psychological distress, and stressful 
environmental situations is likely to result in increased suggestibility.
A review in the policy of holding and interrogation of opiate addicts is therefore suggested in 
order to safeguard the rights of those most vulnerable and to ensure reliable confessions, 
which would also have benefits for the police. This would involve better training of police 
officers to heighten their awareness of the problem, accurate and thorough assessments and 
brief interventions by medical officers, and improved methadone prescribing policy.
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ABSTRACT
The present study was conducted in order to further investigate factors predictive of treatment 
outcome. From observations in Study 1, as well as from a theoretical point of view, it was 
predicted that personality factors such as anxiety, suggestibility, low self-esteem, etc. and 
health factors such as severity of subjective opiate withdrawal symptoms would negatively 
influence one's ability to detoxify successfully. To date, studies investigating predictive factors 
for treatment outcome have been scarce and the findings inconclusive. Furthermore, no 
research thus far has investigated the effects of interrogative suggestibility on treatment 
outcome. For this purpose, data were obtained from the same inpatient methadone 
detoxification unit, which were combined with the DETOX group data in Study 1 for further 
analysis. Opiate dependent patients were divided into two groups on the basis of their 
outcome status: either successfiil completion (COMPLETION Group, N= 14) or treatment 
dropout against medical advice (ATTRITION Group, N= 14), and the various background and 
experimental measures compared. Specifically, it was hypothesised that those who drop out of 
treatment were more likely to be suffering from personality problems as well as higher opiate 
withdrawal symptoms.
However, contrary to predictions, no significant differences were found among the 
experimental variables. Among the background variables, only intelligence was found to be 
significantly higher in the COMPLETION Group than in the ATTRITION Group, a finding 
which was not specifically predicted. Possible reasons for the non-significant findings are 
discussed together with criticism of the present study.
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CHAPTER I: INTRODUCTION
1.1 GENERAL INTRODUCTION
Substance abuse treatment is generally thought to be the most difficult and least successful area 
in all psychiatric and psychological treatment services. Traditional views of drug addiction 
were pessimistic about outcome, with the common view that people who become dependent 
upon drugs seldom give up and treatment had little effect. In fact some even claimed that there 
was no relationship between treatment and outcome (Einstein, 1966). For example, a review 
of treatment evaluation studies indicated that treatment of heroin addiction was unsuccessful 
(Callahan, 1980). Although recent views of substance abuse treatment have been 
comparatively more optimistic, with UK completion rates of approximately 70 to 80% being 
reported for inpatient detoxification programmes (Gossop et al, 1989; Ghodse et al, 1987), 
these seem to be the exception rather than the norm. High drop-out rates are commonly 
reported from inpatient drug treatments (e.g. Dawe et al, 1993), and a review of earlier reports 
on heroin addiction treatment indicated around 80% relapse rates (Lipton & Maranda, 1983).
The chronic problems facing substance abuse treatment programmes can be divided into a) 
failure of applicants to accept treatment after referral, b) premature termination of treatment 
once they have accepted treatment, and c) relapse i.e. return to previous drug use after leaving 
treatment. In terms of professionals working in an inpatient treatment programme, the most 
immediate task challenging them may be to decrease the high attrition rate commonly 
observed. Harford (1978) stated that there were at least three potential benefits gained from 
understanding the causes of attrition in rehabilitating patients: 1) Correlates of attrition could 
be used in multivariate prediction equations during the screening process to identify applicants 
who are least likely to be retained; 2) Attrition may result from mismatching patient typology 
with the type of treatment offered, thus investigating correlates of attrition as a joint function 
of patient and programme variables could improve referral of applicants to most appropriate 
type of programme; and 3) Identifying the causes of attrition could lead either to improvements 
in the existing therapies or to the development of more effective modalities. Thus in theory, 
identifying the correlates of attrition can be used to improve treatment retention rates either by 
screening for patients who are least likely to remain in treatment, patient-treatment matching, 
or developing treatment programmes to remedy causes leading to attrition.
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Despite the potential benefits of identifying predictive factors for attrition, there has been 
surprisingly few studies specifically investigating this aspect within the inpatient detoxification 
programmes. The reason may be due to the fact that researchers have increasingly and rightly 
focused on investigating longer term correlates of treatment in defining ‘treatment outcome,’ 
rather than on such crude measures as treatment completion versus attrition. In the area of 
treatment outcome research in substance abuse, ‘outcome’ is rarely defined merely as 
completion of treatment or the elimination or improvement in substance use only. Instead 
‘outcome’ now generally includes measures of adjustment in the areas of employment, crime, 
and often medical, psychological, and family status measures in the overall determination of 
‘success.’ Increasingly, assessment of psychosocial aspects of adjustment are being added 
because of its effect on the severity of substance dependence and its relation to posttreatment 
relapse (McLellan et al, 1992; Gerstein & Harwood, 1990). Nevertheless it is still important 
to try and identify predictive factors for attrition as failure in the first stages of treatment i.e. 
detoxification, would obviously preclude success in latter more important stages of 
rehabilitation.
Although completion of inpatient detoxification may not necessarily lead to success, it is 
nevertheless an important first step in the road to recovery. Even if patients do not go on to 
longer term rehabilitation programmes following completion of detoxification, length of stay in 
treatment has been found to be positively associated with a more favourable outcome, in terms 
of reduced drug use and other psychosocial aspects, whether measured in inpatient 
detoxification (Powell et al, 1993a; Gossop et al, 1990), outpatient detoxification (Simpson, 
1979), or outpatient methadone maintenance (Bell et al, 1992; Ball & Ross, 1991; Cooper et 
al, 1983; Dole & Joseph, 1978). Even among dropouts, a positive relationship has been found 
between favourable outcome and length of stay in treatment (Holland, 1984; Simpson & Sells, 
1982; Barr & Antes, 1981; Sheffet et al, 1980). Moreover, as well as longer stays in treatment 
being associated with better outcomes overall, reasons for ending treatment have been found to 
be highly predictive of subsequent functioning, with patients who end treatment with staff 
approval doing much better than those who leave for other reasons (Simpson & Sells, 1982;
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Dole & Joseph, 1978; Stimmel et al, 1978). Thus ensuring patients’ retention in treatment is 
an important goal in treatment.
The present study therefore investigates possible predictive factors in determining patient’s 
treatment outcome status i.e. completion versus attrition. This investigation was prompted by 
the observation in Study 1, of a high rate of attrition, accompanied by various comments made 
by subjects regarding the difficulty of remaining in treatment. They listed such factors as the 
severity of withdrawal symptoms, physical and psychological problems, which made it difficult 
for them to remain motivated in treatment. Furthermore, subjects often commented that fellow 
patients who were in treatment, not because of self-motivation, but because of legal pressures, 
often made unhelpful suggestions about the allure of returning to drug use and the futility of 
remaining in treatment, thereby acting as temptations which were increasingly difficult to resist. 
It was also observed that those minority who refused to participate in Study 1 were those who 
were most ‘disruptive’ within the ward, often discharging themselves within the first few days 
of their stay. These self-discharges were often accompanied by other patients discharging 
themselves en masse. Thus it was hypothesised that those with personal vulnerabilities, such as 
high suggestibility and lack of coping skills, as well as those suffering from poor physical and 
mental health, would be most likely to drop out of treatment. By identifying such factors, it 
would potentially open up avenues for remedial interventions to better enable patients to 
remain in treatment and increase their chances of success.
1.2 TREATMENT OUTCOME IN METHADONE DETOXIFICATION
In the treatment of opiate addiction, methadone, an opiate agonist, has been the most common 
pharmacological treatment for opiate addiction in the UK over the last decade, either in a 
reducing regime (detoxification) or a long-term constant dose (maintenance). In detoxification 
programmes, there are both inpatient and outpatient modes, with the former mostly reserved 
for those with more severe drug problems. Admission to an inpatient specialist unit is usually 
considered if the patient has repeatedly failed to progress in the outpatient settings or if there 
are additional mental or physical problems. However, detoxification is not in itself a treatment
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for drug dependence, and is said to be seldom effective on its own in leading to long-term 
abstinence (Gossop, 1992). Many opiate users have special problems that will not be 
addressed by simply coming off drugs, or which may indeed make long-term abstinence 
impossible. There are often high rates of associated physical health problems, mental illness, 
personality disorders, criminal behaviour, experience of physical and sexual abuse, deprived 
social and economic circumstances, and relationship difficulties. Rather, detoxification is seen 
as a procedure for alleviating the short-term symptoms of withdrawal from dependent drug 
use, thereby opening the way for longer term rehabilitation programmes.
Detoxification programmes, therefore, have a limited goal compared to rehabilitation 
programmes, due to both the short duration (usually 21 to 28 days) and the type of treatment 
offered (mostly medical). The goals of detoxification programmes are: a) termination of 
heroin use, b) completion of detoxification, and c) entrance into longer term rehabilitation. 
Thus outcome can be measured not in terms of enduring psychosocial measures, but rather in 
terms of whether a patient has been able to come off the problematic drug, and whether further 
steps have been taken to address their drug problem e.g. by enrolling themselves in further 
rehabilitation programmes. As high drop-out rates are a major problem in all substance abuse 
treatments, but particularly in the early stages of treatment, treatment completion may be the 
most important outcome measure in detoxification programmes. Furthermore, given the high 
drop-out rates, it is also considered important to identify factors predictive of attrition, thereby 
opening up avenues for possible remedial interventions.
Treatment outcome prediction studies in the area of substance abuse are however characterised 
by confusion and conflicting findings due to the complex and heterogeneous nature of 
substance abuse itself, different groups of substance abusers and types of treatment modalities 
studied, different types of pretreatment and outcome variables measured, and the varying 
follow-up intervals employed. Nevertheless, the majority of studies attempting to predict 
outcome have focused on patient variables at the start of treatment because these are 
considered to be the most important predictors of patient status posttreatment. Also from a 
treatment perspective, there is more scope for intervention in altering psychological factors,
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such as motivation, than fixed variables such as demographic and background factors. 
However, it is generally difficult to evaluate the strength of each predictive factor in more than 
one type of patient (e.g. alcohol, opiate, cocaine, etc.) or treatment type (e.g. inpatient versus 
outpatient) because, as stated above, different studies have typically used different patient 
groups, treatment measures and follow-up intervals. For example, it is difficult to say whether 
findings obtained in a study using cocaine users in an outpatient setting can be generalised to 
opiate users in inpatient programmes, and indeed whether this may be a valid comparison. 
Nevertheless, some factors appear to consistently influence outcome, and useful parallels may 
be drawn from differing studies.
1.3 FACTORS PREDICTING ATTRITION
Relative to other areas of research in substance abuse, studies investigating treatment attrition 
per se are few and far between. Most studies examine the differences in treatment retention 
primarily as a function of patient characteristics. For example. Smart (1977) characterised the 
typical dropout as being ‘male, younger, single, living alone, poorly educated, unemployed, 
with a history of juvenile delinquency and many arrests, tending to be residentially mobile and 
to deny his addiction.’ Researchers generally agree that fixed demographic and background 
characteristics do not relate significantly to outcome (e.g. Âkerlind et al, 1988; Freedberg & 
Johnston, 1981). However they are found to be more often predictive of outcome than 
treatment modalities themselves, which tend to correlate poorly with outcome (Westermeyer,
1986). There are also mixed findings relating to personality and psychiatric variables.
Although background factors in general do not seem to hold much predictive validity, degree 
of involvement with the drug culture e.g. severity of drug dependence, degree of involvement 
with crime does seem to be related to treatment outcome. In adolescent outpatient samples, 
higher educational status and less involvement with the law were also positively related to 
completion of treatment (Friedman et al, 1986; Rush, 1979). In opiate users, being older 
when drug of abuse was first tried was positively related to, while being a multiple drug abuser 
was negatively associated with treatment completion (Rush, 1979). Furthermore, a lesser
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number of prior admissions to treatment was related positively to both treatment completion 
and reduction in drug use (Friedman et al, 1986). This may be due to the number of previous 
treatments relating to the severity of dependence i.e. those with higher numbers of previous 
treatments indicating more severe drug problems and thus be related to poorer outcome, rather 
than on the effect of treatment per se.
Social factors, especially in terms of the quality and nature of social support, may influence 
treatment retention. Involvement in a functional relationship rather than living alone or in a 
problematic relationship was found to predict better treatment retention in an outpatient 
cocaine treatment (Means et al, 1989), although it is not clear whether this may be the case in 
inpatient modalities due to the patients being removed from their everyday environment and 
social network. It is also necessary to measure both the positive and negative impact of social 
relations as a social network whose members use drugs may be harmfiil for the individual 
rather than serving a protective function. Based on social learning theory, drug use in the 
social network of the patient would threaten the chances of abstinence due to their modelling 
and conditioning effects.
Related to the above, motivation of peers in treatment is an important, but generally 
unrecognised influence on the prospects of success. Clark et al (1972), for example, found 
circumstances during treatment to be more important than social and family factors in 
influencing progress of addicts in treatment. Battjes (1982-83) found, in their outpatient 
programme, that patients treated with others who were similar to themselves tended to remain 
in treatment longer, and the increased treatment tenure resulted in more favourable outcome. 
Battjes concluded that similarity among clients affects treatment outcome by impacting on both 
the duration and the quality of the treatment experience, and that other patients can serve as a 
peer group which influences the resocialisation process of treatment. However, in inpatient 
detoxification programmes, the brief duration of the stay may not be sufficient time for positive 
peer relationships to be formed among the patients.
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On the other hand and more likely, peer groups in treatment may influence patients in the 
opposite direction i.e. being a disruptive and negative influence should they not be sufficiently 
motivated. When unmotivated patients predominate in treatment, the therapeutic climate is not 
likely to be conducive to effective rehabilitation even of highly motivated individuals. Given 
that some individuals enter detoxification programmes by reasons of external pressure e.g. 
legal requirement, they may not be particularly motivated to detoxify, and in fact may try to 
negatively influence others to abandon treatment all together. Substance abusers are said to be 
particularly vulnerable to the influence of deviant peer groups (Battjes, 1982-83). In inpatient 
settings, where individuals are temporarily removed fi"om their usual social environment, 
quality of peers in treatment may have a particularly strong impact on influencing outcome.
In terms of psychological and personality variables, little evidence exists to suggest that they 
contribute to treatment retention. Barnes (1979) concluded that, in general, objective 
personality inventories have not been effective in predicting drop-outs from alcohol treatment. 
Personality factors, although theoretically implicated as factors influencing treatment outcome, 
may not therefore have much predictive value. However, this may be due to a relative lack of 
studies in this area rather than an insignificance of personality factors. In the area of long-term 
treatment outcome studies, which measure outcome in terms of various psychosocial variables, 
personality and individual psychological factors are significant indicators of outcome.
Although personality variables are less well studied than individual psychopathology and 
therefore less evidence exists of their significance, Ogborne (1978) argued that personality 
variables may make significant contributions to variance in outcome, but that this effect may be 
masked when there is a wide spread of social and socioeconomic measures. Âkerlind et al 
(1988) argued that, rather than using psychopathological measures, predictive factors can be 
easily revealed within a normal psychological sphere, in particular, the patient’s own 
expression of subjective feelings of well-being. They found the most negative prognostic 
indicators of treatment outcome in their study to be feelings of loneliness, low self-esteem, and 
low self-confidence in relation to authority. Others have also found loneliness to be the most 
important predictive factor in a stepwise multiple regression of various variables (Hornquist et
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al, 1988; Allen et al, 1981). Feelings of loneliness appear to be relatively independent of 
current accessibility of one’s social network, but loneliness and intercourse with other 
substance abusers have particularly negative prognosis when they do coincide (Âkerlind et al,
1987). Thus, it seems that normal psychological mechanisms related to perceived well-being 
and quality of life may play an important role in substance abusers, although just how much 
could be generalised to treatment outcome in terms of retention/attrition is unknown.
In summary, it seems that, despite the relative lack of research in predictive factors of 
treatment retention/attrition, there are some consistent findings. These are in the background 
factors of severity and degree of involvement with the drug culture, psychiatric morbidity and 
psychological problems, as well as situational factors such as the quality of peers in treatment, 
which all influence treatment retention rates.
1.4 FACTORS PREDICTING RELAPSE
In considering treatment attrition, one may possibly turn to relevant concepts such as treatment 
compliance and relapse. The concept of compliance may be relevant as one could construe 
attrition i.e. premature self-discharge against medical advice, as evidence of treatment non- 
compliance. Furthermore, a research finding indicated that patients willing to comply with 
treatment programme requirements and recommendations do better in a variety of treatment 
approaches and modalities (Westermeyer, 1989). Unfortunately however, studies investigating 
compliance per se are very scarce within inpatient drug treatment settings, and it is difficult to 
draw parallels fi'om studies focusing on outpatient modalities, which measure compliance in 
terms of attendance rates, drug-free urinalysis, etc. Conflicting findings of predictive factors 
are also not unusual in the compliance literature, and thus the evidence remains inconclusive.
Attrition may be more usefully construed as relapse as patients who default from treatment 
commonly return to drug use immediately after self-discharge. Patients in detoxification 
programmes often default from treatment before they can be completely weaned off 
methadone, or in the case of outpatient detoxification, relapse during treatment complaining of 
withdrawal symptoms. In inpatient settings, attrition rates of between 18 and 46% have been
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reported (Ghodse et al, 1987) while even higher rates of around 71 to 83% are reported for 
the outpatient settings (Wolff et al, 1993; Gossop et al, 1986). At this stage, patients are 
known to commonly reabuse drugs (Wolff et al, 1993). Looking at the relapse literature may 
therefore be a useful way of gaining insight into the nature of treatment attrition.
According to Marlatt & Gordon (1985)’s cognitive-behavioural model of relapse, relapse is 
viewed as an individual’s return to previous unacceptable pattern of behaviour once the 
individual has embarked on a course of behavioural change. Relapse is brought on by the 
individual’s encounter with a high-risk situation (Annis & Davis, 1988; Rist & Watzl, 1983; 
Cummings et al, 1980), in which the individual lacks the required coping skills or in which 
he/she is unable to exercise the coping responses, in order to deal with the situation 
successfully. A “high-risk situation” can be defined as any situation or condition that poses a 
threat to the individual’s sense of control (self-efficacy) and increases the risk of potential 
relapse. Although there may be individual differences in the kind of situations and conditions 
that may be considered “high-risk”, research has shown consistent findings on typical relapse 
précipitants.
In human relapses, cognitive factors seem to play a paramount role as they interact with other 
behavioural and physiological factors. Cummings et al (1980) found that interpersonal 
conflict, negative emotional states and social pressure together accounted for 71% of relapse 
précipitants in opiate addicts. Social pressure includes both direct i.e. situation where an 
individual or group coerce or attempt to persuade an individual to indulge in the addictive 
behaviour, and indirect pressure i.e. situation in which the individual perceives a pressure to 
conform. In both opiate addicts and alcoholics, predominant relapse situations are found to 
involve direct social pressure or actual contact between users (Unnithan et al, 1992; Gossop et 
al, 1989). As regards the type of negative emotions experienced, almost all (82%) of relapse 
episodes in interpersonal settings seem to involve coping with frustration or anger, while in an 
intrapersonal situation, 85% of relapses are triggered by emotional states other than finstration 
or anger i.e. fear, anxiety, depression, etc. (Marlatt & Friedman, 1980).
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Substance use cues also account for about 10% of reported relapse précipitants across a range 
of addictive behaviours (Bradley et al, 1989; Cummings et al, 1980). Antecedents of lapse 
include subjective experience of ‘urge’ (a sudden impulse to engage in an act) and ‘craving’ (a 
desire to experience the effects of a substance) (Heather & Stallard, 1989). Termed 
“conditioned cued response,” this is thought to be responsible for the cravings and subjective 
withdrawal symptoms that patients often report (Ludwig & Wilder, 1974). Although the 
conceptual status of subjective craving is still controversial, ‘craving’ is generally regarded as a 
motivational state in which there is an expectation of rewarding consequences following drug 
use and a behavioural tendency to seek out the drug. Classical conditioning models postulate 
that detoxified/detoxifying addicts experience reviewed motivation to use drugs because of 
conditioned response (CR) to stimuli formerly associated with the onset of drug effect, with 
subjective craving either acting as a CR in its own right or a motivational reaction to the 
conditioned physical and/or affective responses (Powell et al, 1992). Craving is commonly 
reported in the early stages of abstinence when relapse rates are notoriously high (Hunt et al, 
1971). In one study, self-ratings of the importance of relapse précipitants revealed sub-related 
temptations or urges as the most important reason for relapse among opiate addicts (Heather 
et al, 1991).
An alternative conceptualisation to conditioned response is the cognitive model of “outcome 
expectancies” (Marlatt & Gordon, 1985), which postulates that craving derives jointly from the 
belief that drug use will result in desirable outcomes (positive outcome expectancies), the 
subjective importance of those outcomes, and the perceived range of alternative routes for 
achieving them. Although substance abusers are well aware of the negative effects of drugs 
(negative outcome expectancies), there seems to be a response bias towards generating 
positive outcome expectancies (Powell et al, 1993b). Problem of relapse is found to be greater 
in stressful circumstances (Cummings et al, 1980), and this is when positive outcome 
expectancies for drug use may become most salient. It may be that an individual has used the 
addictive behaviour as the main coping response to deal with a whole range of stressors such 
as anxiety, conflict, depression, pain, etc. If this was the case, the person is more likely to be
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weak or deficient in more adaptive coping responses (problem-solving, being assertive). It is 
often the case that individuals with long drug careers, on cessation of the addictive behaviour, 
find it extremely difficult to cope with even minimal stressors. Because of their addiction, they 
have either failed to learn more adaptive coping responses or they have become de-skilled in 
using them (Wanigaratne et al, 1990).
Marlatt & Gordon’s (1985) model assumes having or not having effective coping responses to 
be a major determinant of relapse. Cognitive-behavioural formulations of ‘coping’ used in this 
model are also closely linked to the concept of ‘self-efficacy’ (Bandura, 1977). Self-efficacy 
or confidence of being able to cope with high-risk situations have been shown to be predictive 
of relapse (Allsop & Saunders, 1989; Colletti et al, 1985; Condiotte & Lichtenstein, 1981). 
Studies on accounts of relapse of addicts have shown positive outcome expectancies of the 
addictive behaviour to be a dominant cognitive factor at times of decreased self-efficacy 
(Cooney et al, 1987; Marlatt & Rohsenow, 1980). A conflict is set up between the feelings of 
decreased self-efficacy and the attractiveness of engaging in the addictive behaviour. At these 
times, the negative consequences of indulging in the addictive behaviour become largely 
ignored. Thus, when individuals encounter stressful situations on the ward while withdrawing 
from drugs, they may be hindered in their attempts at exercising coping responses, and the 
positive outcome expectancies of drug use may become particularly salient.
In terms of protective factors, both greater social integration and greater perceived emotional 
support have been found to predict reduced risk of relapse to cocaine use (Havassy et al, 
1990). On the other hand, such interpersonal factors as arguments or loss of socially 
supportive relationships are found to increase the likelihood of relapse (Westermeyer, 1989; 
Kosten et al, 1986). As discussed previously, the quality and nature of social support is 
important in this respect as a social network consisting of drug users has a more detrimental 
effect on the chances of remaining abstinent. Consistent with social learning models, substance 
using network members provide dysfunctional role models (Stein et al, 1987) and reinforce 
maladaptive behaviours (Shaffer & Schneider, 1985). Network members who use drugs may 
act as environmental cues, which are shown to elicit craving and withdrawal (O’Brien et al,
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1988, 1981; Childress et al, 1986). Substance abusers are reported to be more rebellious, less 
self-reliant, less self-confident than non-users (Smith & Fogg, 1976). They are also often 
alienated (lessor, 1976) and more likely to be experiencing identity crises (Mellinger et al,
1976), and hence they are more likely to be easily influenced by deviant peer groups. Given 
these vulnerability factors, Battjes (1982-83) argued that drug addicts need to extract 
themselves from the drug subculture and orient themselves with positive peer groups if they 
were to succeed in their efforts to remain abstinent.
In summary, therefore, it seems that relapse is most likely to occur when an individual faces 
what he or she perceives as a stressful situation in which he/she lacks the resources to cope 
with the immediate demand. Typical stressful situations involve interpersonal stress or social 
pressure to use. Chronic background factors such as poor physical and mental health, are 
likely to further increase perceived stress as well as decreasing one’s coping mechanisms. 
Certain personality characteristics such as high trait anxiety, poor self-esteem and high 
impulsivity may also increase both the perceived stress as well as the positive outcome 
expectancies of the drug use in order to escape their problems (Powell et al, 1992; Gray, 
1975). Lack of coping skills and social support, which have the effect of cushioning the effects 
of stress, may also contribute to the likelihood of relapse occurring. Thus relapse can be seen 
as a result of an interaction between both intrapersonal and situational factors.
1.5 OPIATE WITHDRAWAL SYNDROME AND ANXIETY AS PREDICTIVE 
FACTORS OF TREATMENT OUTCOME
Opiate withdrawal syndrome has already been described fiilly in Study 1 (Section 1.5, pages
113-115). It has been described as being subjectively severe, but objectively mild (Gossop et
al, 1987), being akin to a moderate to severe flu-like illness (Kleber, 1981). In the earliest
phase of withdrawal, the most striking symptoms are said to be of subjective nature. Physical
symptoms are likely to reach their maximum intensity over the 36-72 hour period and to tail off
thereafter, although the subjective symptoms seem to persist for as long as 40 days, much
longer than was originally expected (Gossop et al, 1987). In terms of the symptom picture,
mood disturbances such as anxiety and depression are generally more common than somatic
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symptoms. Although the severity of withdrawal is said to be related to the degree of 
dependence and the dose of recently consumed opiates, a study of correlations between 
severity of dependence and severity of withdrawal does not indicate a clear-cut relationship 
(Gossop et al, 1987), but instead, there is a large inter-individual variation in withdrawal 
symptoms experienced. There is now ample evidence to demonstrate the impact of social and 
psychological factors upon withdrawal syndrome, although the relative strength of these 
factors are yet to be fully elaborated.
The capacity of specific cues to precipitate craving and subjective withdrawal symptoms (“cue 
specific response” or “conditioned cue response”) in a controlled setting, as described above, 
has shown the powerfiil nature of learned responses as a dimension of the overall withdrawal 
syndrome. The way that they manifest themselves as subjective reports, the attention paid to 
them, and the extent to which they are specifically attributed to drug withdrawal will all vary 
with the individual and the situation in which withdrawal occurs. Factors such as personality 
and mental state at the time of withdrawal is also thought to influence withdrawal symptoms 
(Kleber, 1981). For example, neuroticism as measured by the EPQ, but not length of reported 
opioid use, has been found to correlate with reported withdrawal severity (Phillips et al, 1986). 
Anxieties and expectations of withdrawal are important determinants of the severity of 
withdrawal symptoms experienced during detoxification (Phillips et al, 1986; Senay et al,
1977). Phillips et al (1986) found significantly lower symptom ratings in the informed group of 
opiate addicts compared to an uninformed group. It has also been found that severity of 
withdrawal distress can be reduced by providing accurate and reassuring information about 
withdrawal treatment and the type of withdrawal symptoms that they could expect (Green & 
Gossop, 1988). Thus, correlation between physical severity of withdrawal symptoms and 
subjective discomfort is tenuous and is said to be moderated by preexisting personality 
characteristics. Individuals also differ in their ability to tolerate withdrawal discomfort. For 
example, in smokers, ability to tolerate short-term discomfort has been found to correlate with 
ability to maintain abstinence from cigarettes (Hajek, 1991). Thus in this sense, individual’s 
coping mechanisms may also play a large role.
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In Study 1, results showed that detoxifying patients suffered from high levels of subjective 
withdrawal symptoms and state anxiety, which correlated strongly with each other, but that 
there were also large individual variations in the scores. This was also the case with 
psychological well-being, as measured by the GHQ, and physical health, which were both 
shown to be significantly poor in the detoxifying patients. Physical and psychological health 
and withdrawal symptoms were shown to be all interrelated, and thus taken together, this 
symptom cluster of temporary health factors may have a negative effect on the likelihood of 
patients successfully completing treatment.
Concerns about experiencing withdrawal symptoms are said to play a central role in opiate 
addicts’ drug-taking behaviour. The majority of drug-dependent patients are said to face 
withdrawal with concern and anxiety (American Medical Association, 1972). Anxiety in these 
cases may be so severe as to prevent opiate addicts from completing, or even attempting 
detoxification, or to relapse soon after successful completion of detoxification. It has been 
shown that most opiate addicts are extremely frightened of withdrawal (Gossop et al, 1982; 
Eiser & Gossop, 1979), and anxiety about detoxification actually exacerbates withdrawal 
symptoms and causes more patients to abort detoxification (Senay et al, 1977). Cushman & 
Dole (1973) found anxiety in patients over dose reduction, even in the absence of objective 
withdrawal symptoms, and for this to be one of the main reasons why 25% of the patients 
discontinued detoxification programmes. Furthermore, phobic reactions towards detoxifying 
has been noted by various researchers. Termed “abstinence phobia” (Hall et al, 1984; Hall,
1979) or “detoxification phobia” (Milby et al, 1980), this intense pathological fear of 
detoxification with associated avoidance and escape behaviour severe enough to meet DSM 
III-R (APA, 1987) criteria has consistently been shown to prevail in about 22-35% of opiate 
addicts in treatment (Milby et al, 1986).
With such high prevalence of various psychological disturbances and actual physical 
discomfort of withdrawal, successful detoxification, and even more so, continued abstinence, 
has been the exception rather than the norm even when patients meet the rehabilitation criteria 
and the treatment programme is carefully planned (Milby et al, 1987). In the relapse literature,
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it has been shown that negative mood states such as anxiety and depression as well as poor 
physical well-being, whether withdrawal-related or not, all act as relapse précipitants (Heather 
& Stallard, 1989; Bradley et al, 1989; Cummings et al, 1980). As Unnithan et al (1992) argue, 
it is likely that these psychological and physical health factors also act as chronic background 
factors which increase the likelihood of relapse when coupled with some specific relapse 
precipitant. This specific relapse precipitant could be high-risk situations such as interpersonal 
stress and social pressures to use, which are often reported to occur on the ward. It is an 
unfortunate fact that inpatient detoxification programmes often include a minority of patients 
who are unmotivated to detoxify, and in fact, persuade others to abandon treatment all 
together. Such suggestions can act as a powerful relapse precipitant for individuals who are 
already suffering from poor physical and psychological health, thereby increasing cravings, 
urges, and positive outcome expectancies of drug use and decreasing their efforts to resist use. 
Interpersonal stress such as arguments and frustrations may also act as immediate triggers for 
relapse i.e. self-discharge from the ward. Although in the present study, measures of 
situational factors and reasons for self-discharge have not been sought, it is believed that all 
patients are likely to have experienced various environmental stress during their stay on the 
ward. Therefore, what determines whether a patient self-discharges or successfiilly completes 
treatment is not likely to be the presence or absence of situational factors, but rather how 
susceptible the individual is to these stressful situations. In this sense, those that are suffering 
from higher psychological and physical health problems (high-risk situations) are more likely to 
perceive situations as being stressful, as well as being more likely to perceive drug-use as 
desirable (positive outcome expectancies). Thus it is hypothesised that those experiencing 
more severe subjective withdrawal symptoms as well as higher levels of psychological and 
physical health problems are more likely to self-discharge.
1.6 PERSONALITY FACTORS AS PREDICTIVE FACTORS OF TREATMENT 
OUTCOME
In Study 1, it was found, as predicted, that detoxifying opiate addicts suffered from various 
personality problems, namely, having significantly higher trait anxiety, poor self-esteem and
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higher suggestibility levels than the normal adult population. Compliance, on the other hand, 
was shown to be no different. Surprisingly, contrary to common findings and the research 
hypothesis, these personality factors were not found to be significantly related to the health 
factors of withdrawal symptoms and Health problem scores. Thus it is hypothesised that 
personality factors may contribute independently from temporary health factors in determining 
treatment outcome.
As in the case of health factors, personality factors are likely to act as chronic background 
factors which decrease the resistance to other more specific relapse précipitants. For example, 
trait anxiety is related to the concept of neuroticism, and highly neurotic individuals have been 
found to be more sensitive to external stressors (Eysenck & Rachman, 1965) and to be more 
attuned to the negatively reinforcing properties of opiates (Powell et al, 1992). High 
neuroticism scores have also been found to correlate with reported withdrawal severity 
(Phillips et al, 1986). Thus, in theory, opiate addicts with high trait anxiety are more likely to 
suffer from withdrawal discomfort, experience situations on the ward as stressful, as well as 
reacting to stress with increased perception of the positive reinforcing properties of drug use, 
thereby increasing the likelihood of self-discharge. In Study 1, however, trait anxiety was not 
found to be significantly related to withdrawal symptoms or state anxiety. Furthermore, 
Powell et al (1993a) did not find neuroticism or trait anxiety to predict relapse at six-month 
follow-up in heroin addicts following inpatient detoxification, although this may be due to the 
greater variability in situational circumstances of patients in their natural environment, which 
may have strongly influenced outcome. Within a closed inpatient setting, environmental factors 
are more-or-less held constant for all patients, thus any differences observed are likely to be 
due to individual differences.
Self-esteem is also identified as a vulnerability factor for relapse. For example, Âkerlind et al 
(1988) found the most negative prognostic indicators of treatment outcome in their study to be 
feelings of loneliness, low self-esteem, and low self-confidence in relation to authority. Self­
esteem seems to be important because it relates to the concept of “self-efficacy,” the belief 
that one has the ability to influence outcome. Low self-efficacy ratings have been found to
190
predict relapse in substance abusers as well as the related concept of self-blame (e.g. Gossop 
et al, 1990; Annis & Davis, 1988; Curry et al, 1987; Rist & Watzl, 1983). Self-esteem is also 
important as those with poor self-esteem are said to be less self-reliant and self-confident, and 
therefore more likely to be vulnerable to the influence of deviant peer groups (Battjes, 1982- 
83). Thus, opiate addicts with low self-esteem may be most vulnerable to the social pressures 
fi'om disruptive peers in treatment. Furthermore, patients with low self-esteem may not believe 
in their ability to resist use and cope with stress without the use of drugs.
Related to the above, interrogative suggestibility may be conceptually important in influencing 
treatment retention, although this has never been tested before. “Interrogative suggestibility” 
refers to ‘the extent to which, within a closed social interaction, people come to accept 
messages communicated during formal questioning, as the result of which their subsequent 
behavioural response is affected’ (Gudjonsson & Clark, 1986) (see Study 1, Section 1.3, pages 
105-109 for detailed explanation). Two distinctive types of suggestibility has been 
hypothesised and empirically validated: The first type relates to the impact of misleading or 
suggestive questioning i.e. “yield”, while the second type refers to the extent to which people 
change their answers by challenge and negative feedback i.e. “shift.” These two components 
of suggestibility has been found to be reasonably independent, with the former relating to 
intelligence and memory processes (Gudjonsson, 1983), while the latter correlates with 
personality factors such as anxiety, self-esteem and coping processes (Gudjonsson, 1992). 
Gudjonsson and Clark (1986)’s model views suggestibility as a dynamic process that is 
potentially situationally-bound, particularly in terms of “shift”, but suggestibility can also be 
relatively stable over time because of the cognitive (e.g. memory, intelligence) and personality 
(e.g. self-esteem, coping methods, anxiety proneness, dependence upon social approval) 
factors that mediate suggestibility (Gudjonsson, 1992).
In Study 1, opiate addicts in general, but particularly detoxifying patients, were found to have 
high suggestibility levels. This was particularly true for the “shift” scores, rather than the 
“yield,” which was in line with the findings of significant problems in the area of anxiety and 
low self-esteem, while having normal levels of intelligence and memory. It was concluded that
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opiate addicts were particularly prone to negative pressures due to their lack of confidence 
and lack of coping skills in dealing with the stressful interrogative situation, thereby being 
easily swayed in their beliefs. Gudjonsson and Clark’s model of interrogative suggestibility 
views suggestibility as being dependent upon the coping strategies people can generate and 
implement when confronted with the uncertainty and expectations of the interrogative 
situation, emphasising the individual differences affecting the degree of suggestibility. Given 
that substance abusers often suffer from poor self-esteem and self-efficacy, and given that they 
have often never learnt effective coping skills, turning instead to drugs as a means of escape, it 
is perhaps not surprising that opiate addicts are found to be highly suggestible.
Although the situation during treatment is not equivalent to an interrogative situation, parallels 
can be drawn in terms of the stressful situations encountered such as the unhelpful suggestions 
and negative pressures given by disruptive peers in treatment (high-risk situation). The most 
often heard comments from subjects participating in Study 1 as well as in clinical practice was 
the powerful and negative influence of suggestions made by these disruptive individuals, who 
constantly persuaded them to abort treatment and to go back to drug use. Given that patients 
are usually ambivalent about coming off drugs in the first place and are suffering from 
withdrawal discomfort, as well as all the other accompanying physical and psychological 
problems, these suggestions may act as powerful temptations and may be easily internalised. 
In order to resist this “shift” in one’s beliefs, one needs to critically analyse the situation and 
generate coping responses to overcome these urges and temptations. Opiate addicts may 
never have learnt appropriate coping skills to high-risk situations due to their long drug career, 
or on the other hand, even if skills are available in their repertory, it may be blocked by an 
inhibitory influence e.g. anxiety. Studies have found coping skills deficits (Miller, 1976) and 
failure to apply appropriate alternative coping responses (Cronkite & Moos, 1980; Finney et al,
1980) to be associated with relapse. In this sense, parallels can be drawn between 
interrogative suggestibility and susceptibility to suggestions made by disruptive peers. One may 
argue, at this point, that these highly suggestible individuals should be equally susceptible to 
positive suggestions made by staff or other peers. This may indeed be true, however, it only
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requires one failure on the patient’s part to succumb to stress/negative suggestions in order to 
relapse, while positive influence and active coping is constantly required. Thus the odds may 
be stacked against successful completion versus attrition.
As regards Gudjonsson’s Compliance, which was one of the experimental variables in Study 1, 
its theoretical implication on treatment outcome is less uncertain. On the surface, those with 
high compliance scores may be hypothesised to have a higher treatment compliance, thus better 
outcome. However the Gudjonsson’s concept of compliance and compliance in the sense of 
treatment compliance is not theoretically equivalent. Gudjonsson’s compliance is defined as 
‘the tendency of the individual to go along with propositions, requests, or instructions for some 
immediate instrumental gain’ (Gudjonsson, 1992). Compliance, in this sense, is regarded as 
being negative, related to the concept of unassertiveness and correlating positively with 
suggestibility. Although unassertive individuals may comply with treatment requirements, it is 
in the individual’s active decision to engage and be personally involved in treatment where 
compliance has a good outcome. Compliance in this latter sense is not merely a sign of being 
passively and unassertively going along with treatment under external pressures, and hence is 
the opposite of Gudjonsson’s compliance. The latter is more akin to the concept of conformity 
under social pressure. Thus although compliance may influence treatment outcome, it is 
difficult to predict whether Gudjonsson’s compliance has a negative or positive influence on 
treatment outcome.
In summary, it was hypothesised that those who suffered from significant personality problems 
of high trait anxiety, low self-esteem and high suggestibility, particularly in terms of “shift”, 
were more likely to self-discharge than those who did not have these problems.
1.7 PROPOSED RESEARCH AND PREDICTIONS
The present study investigates factors that may be associated with treatment outcome i.e. 
attrition versus completion of opiate addicts in an inpatient methadone detoxification 
programme. Various demographic and background factors as well as experimental factors 
were collected at the start of treatment, and patients were subsequently divided into two
193
groups based on their treatment outcome: ATTRITION Group versus COMPLETION Group 
and these factors compared. Based on previous findings and theoretical conceptualisation, it 
was hypothesised that there would be significant differences in the experimental factors 
between the two groups.
Treatment outcome may be best conceptualised as the effect of the interaction of client 
variables, treatment variables and non-treatment influences (Friedman et al, 1986). Given that 
the treatment variables are equivalent for all patients, the difference in treatment outcome 
between the two groups may be regarded in terms of differences in client variables. Non­
treatment influences includes the stressful situations encountered by patients on the ward, such 
as arguments and fiustrations, as well as negative pressures fi'om disruptive peers. Although 
patients may differ in the extent of stresses encountered on the ward, it was believed that all 
patients are likely to encounter high levels of stress, and rather, it is the individual perception 
and coping responses to these stressors which are important in determining outcome. Thus, it 
was hypothesised, following from the theory of relapse, that individuals self-discharge from 
treatment and thereby relapse, due to environmental stresses encountered on the ward which 
act as a direct trigger, but underlying this are the individual factors of personality, temporary 
physical and psychological conditions, which act as either a vulnerability factor or a protective 
factor in determining the outcome.
Thus, the main hypotheses of this study are:
1) Significant differences would be obtained between the two groups in the health cluster 
of Withdrawal symptom severity, state anxiety (pre), GHQ, and Health problems, with 
the ATTRITION Group reporting significantly higher levels of each of these factors.
2) Significant differences would be obtained between the two groups in the personality 
factors, with the ATTRITION Group having significantly higher trait anxiety, lower 
self-esteem, and higher suggestibility. As regards suggestibility, the significant
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difference would be in the Shift score rather than the Yield score, due to the former’s 
association with personality factors. As regards compliance, prediction was not made 
on its directionality given the theoretical uncertainty.
3) Within the various experimental variables, health factors would have a stronger
influence on attrition than personality factors, given previous research findings as well 
as health factors having stronger empirical links with relapse than personality factors. 
Personality factors may act as secondary background factors affecting the likelihood of 
relapse.
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CHAPTER II: METHOD
2.1 EXPERIMENTAL DESIGN
The aim of the current study was to explore predictors of treatment outcome status. That is, 
whether or not there were reliable factors which accurately differentiated those who 
prematurely dropped out of treatment from those who successfully completed the inpatient 
methadone detoxification programme. Additional data were gathered and combined with that 
presented for the DETOX Group from Study 1. In order for data to be combined, the same 
background (health, social, legal, HIV risk, etc.) and experimental variables (withdrawal 
symptoms, anxiety, suggestibility, self-esteem, etc.) were measured for patients selected from 
the same inpatient methadone detoxification unit as defined in Study 1 using identical 
procedures.
Each patient who satisfied the criteria for inclusion in this study was assessed within the first 
48 hours of admission when they were not receiving any methadone, and therefore were 
thought to be actively withdrawing. The combined subject data were subsequently divided into 
two groups for analysis purpose depending on whether treatment was completed or not 
(treatment outcome status).
The design of the study therefore consisted of a between-group comparison (ATTRITION 
Group versus the COMPLETION Group).
2.2. SUBJECTS
For the statistical analysis, data obtained from subjects in the present study were combined 
with data collected for the DETOX Group in Study 1. Two groups of subjects were then 
compared on the basis of their treatment outcome status: ATTRITION Group (N= 14) versus 
the COMPLETION Group (N= 14) to investigate the possible existence of predictors of 
treatment outcome. As in Study 1, subjects were all patients admitted to the same inpatient 
drug treatment unit for a methadone detoxification programme, who satisfied the research 
criteria i.e. those who were diagnosed by the admitting medical staff as having Psychoactive
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Substance Dependence of the Opioid Type (DSMIII-R: APA, 1987).* Patients were excluded
from the study if they:
a) refused to take part
b) had any concurrent diagnosis of other types of Psychoactive Substance Dependence 
(DSMIII-R: APA, 1987) requiring treatment e.g. alcohol, tranquillisers
c) were on other psychoactive medication e.g. anti-psychotic drugs and/or had a diagnosis of 
mental illness
d) were in the range of mental retardation, as assessed by the Wechsler Adult Intelligence 
Scale (WAIS-R) i.e. IQ below 70
e) suffered from memory deficits (more than two standard deviations away from 
Gudjonsson’s 1992 normal adult population mean for both immediate and delayed recall of 
the Gudjonsson Suggestibility Scale)
Q were illiterate i.e. had a reading age of less than 9 (as assessed by the Schonell Reading 
Test)
There were 19 patients satisfying the inclusion criteria of Opiate dependence in the period 
April to June 1994. Among these patients, four were excluded due to concurrent drug 
addiction which required treatment (either alcohol or tranquillisers), one on the basis of having 
a concurrent diagnosis of clinical depression, and two refused to participate. Five were 
excluded as they had already served as subjects in Study 1. On assessment, none of the 
patients were found to have sufficiently low IQ, poor memory, or low reading age to 
necessitate exclusion from the study.
The remaining 7 patients (4 males and 3 females) were added to the DETOX Group of Study 1 
to make up the total of 28 patients. Among these, 14 discharged themselves prior to treatment 
completion (ATTRITION Group, N= 14; 8 males and 6 females) and 14 successfully
completed treatment (COMPLETION Group, N= 14; 10 males and 4 females).
* Data collection was conducted prior to the advent of DSMIV (APA, 1994).
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2.3 MATERIALS
As the data collected in the present study were to be combined with the DETOX Group data 
of Study 1, identical measures were obtained. (For detailed explanation of each measure, see 
METHOD Section of Study 1. For actual test materials, see Appendix II of Study 1).
<Measures Used For Screening and Obtaining Background Data>
(i) Opiate Treatment Index (OTl) (Darke et al. 1991)
This is a structured interview, which typically takes 20 to 30 minutes to administer. This 
multidimensional questionnaire was designed to provide a comprehensive, standardised 
set of measures for the evaluation of opiate treatment in six relevant areas related to opiate 
use, as well as general demographic variables. For each of the sub scales, higher scores 
indicate greater severity of the problem. The six subscales are: Drug Use, HIV Risk- 
Taking Behaviour, Social Functioning, Crime, Health, General Health Questionnaire 
(GHQ-28).
(ii) Schonell Graded Word Reading Test (Schonell and Goodacre. 1974')
This test consists of 100 words graded in order of reading complexity from least to 
greatest complexity. Subjects are asked to read out the words in order, and a reading age 
is calculated based on the number of words correctly read. This test was used in order to 
screen for reading difficulties, with the operational definition of literacy set at a reading 
age of 9 years. This is equivalent to subjects being able to read correctly a minimum of 
43 out of the 100 words.
(iii) Wechsler Adult Intelligence Scale (WAIS-R) (Wechsler. 19811
This is a standardised psychometric assessment tool designed to measure an 
individual’s global intelligence i.e. individual’s potential for purposeful and useful
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behaviour. In practice, they are designed to measure major mental abilities. The scale 
consists of 11 subtests, 6 of which make up the Verbal IQ score, and 5 of which make 
up the Performance IQ score. The sum of Verbal IQ and Performance IQ is the overall 
IQ measure (Full-Scale IQ). Each subtest has a mean of 10 with a standard deviation of 
1.5. Verbal IQ, Performance IQ, and Full-Scale IQ all have a mean of 100 with a 
standard deviation of 15.
Because of the time limitation, only 3 subtests were administered: Vocabulary and 
Comprehension scores were prorated to obtain the Verbal IQ, and Picture Completion 
scores for the Performance IQ. This procedure was identical to that of Study 1.
<Experimental Measures>
(i) Gudjonsson Compliance Scale (GCSl (Gudjonsson. 19891
This is a self-report questionnaire consisting of 20 statements, to which individuals 
answer either ‘true’ or ‘false’ as it applies to them. This scale measures two factors of 
compliance: the first factor being uneasiness or fear of people in authority, and the 
second being avoidance of conflict and confrontation, although only yielding one total 
measure of compliance. Scores range from 0 to 20, with a mean of 10.1 and a standard 
deviation of 4.6 for the adult population.
(ii) Gudjonsson Suggestibilitv Scale fGSS 11 IGudionsson. 1983: 19841
This scale was designed to measure suggestibility, particularly the susceptibility of 
individuals to misleading questioning and pressures in interrogative situations. It 
employs a narrative paragraph describing a fictitious robbery, which is read out to the 
subject. Subjects are subsequently required to give an immediate recall of the stoiy and a 
delayed recall after 50 minutes. They are then asked 20 questions, of which 15 are
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subtly misleading. The extent to which subjects give in to misleading questions is 
scored as Yield 1. After answering the questions, subjects are given negative feedback 
(irrespective of subject’s actual performance) and told to answer the questions again, but 
this time to try to be more accurate. As suggested by Singh & Gudjonsson (1987)’s 
modification in the scoring of GSSl, the extent to which subjects change their 
subsequent answers due to negative feedback is scored as Shift. Yield 1 and Shift scores 
are added up to make up the Total Suggestibility score.
The maximum score for Yield 1 is 15, with a mean of 4 and a standard deviation of 3 for 
the normal adult population. Shift has a maximum score of 20, with a mean of 2.5 and a 
standard deviation of 2.2 for the same population. For the Total Suggestibility score, the 
maximum is 35, with a mean of 7 and a standard deviation of 5 for the normal adult 
population.
(iii) Hudson Index of Self-Esteem (ISE) (Hudson. 19821
This 25-item self-report questionnaire is one of the eight assessment tools in the Clinical 
Measurement Package devised to measure various areas of individual functioning.
Scores range from 0 to 100, with the suggested cut-off point being 30. A score above 
this is considered indicative of a clinically significant problem.
(iv) Opiate Withdrawal Symptom Questionnaire (Division of Addictive Behaviour.
St George’s Medical Schooll
This is a 18-item self-report checklist of various withdrawal symptoms used as part of the 
extensive initial admission assessment procedure at St George’s Hospital Drug 
Dependency Unit. Patients are asked to report the presence/absence of symptoms over 
the last 24 hours and give an indication of their severity on a 4-point scale. Scores range 
from 0 to 54.
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(v) Spielberger State-Trait Anxiety Inventory (STAll (Spielberger. 19691
This self-evaluation questionnaire consists of two separate tests of 20-items each, 
measuring respectively trait anxiety (relatively stable individual differences in anxiety- 
proneness) and state anxiety (transitory emotional state of anxiety experienced at any 
particular given time). On each of the 20 items, subjects rate the degree of anxiety on a 
4-point scale. For both trait and state anxiety scales, maximum obtainable score is 80. 
Spielberger gives mean scores and standard deviations for groups including normal adult 
male and female populations.
In the present study, three measures were obtained from subjects: trait anxiety score and 
two state anxiety scores, one measured at the start of the testing session (pre-test) and 
one measured after the session asking subjects to rate their anxiety during the negative 
feedback stage of the suggestibility scale (post-test).
2.4 PROCEDURES
Identical procedures to that of Study 1 were adopted in the present study consisting of each 
subject having two one-hour sessions on consecutive days. Ethical approval was obtained 
from the Hospital Ethical Committee (see Appendix III).
Patients were approached within the first 24-hours of admission to the inpatient detoxification 
ward in order to establish rapport, obtain consent and to conduct the first session for general 
background data collection. The Experimenter explained the rationale of the study, obtained 
written consent (see Appendix III), and administered the Opiate Treatment Index. Subjects 
were told that the Experimenter was investigating the general physical and psychological health 
of patients undergoing methadone detoxification. Subjects were also promised total anonymity 
and confidentiality. At the end of the session, subjects were told that there would be another 
session the following day.
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The second session was conducted on the second day after admission to the ward when 
patients were still being observed for withdrawal symptoms i.e. prior to patients being 
stabilised on methadone. This was the time when patients were likely to be experiencing high 
levels of withdrawal symptoms apart from the period stretching from the last few days of 
methadone detoxification to just after completion, when patients are likely to report highest 
levels of withdrawal symptoms. Apart from the most obvious reason of making the current 
procedures identical to those of Study 1, the period of initial intake was chosen to obtain the 
various measures as this is the point at which information regarding the predictors of treatment 
outcome would be most valuable. If certain individual factors are shown to predict the 
likelihood of premature self-discharge, then remedial actions could be taken which can be 
incorporated into the overall treatment plan.
In the second session, all the experimental measures were administered together with the 
remaining control measures. First of all, subjects were asked to complete the Opiate 
Withdrawal Questionnaire and the Spielberger State Anxiety Inventory as a pre-test measure. 
Immediately following this, subjects were read out the narrative of the Gudjonsson 
Suggestibility Scale (GSSl) and asked for immediate recall. During the 50-minute delay 
required for the delayed recall section, the rest of the tests were administered. This consisted 
of the Schonell Reading Test, Gudjonsson Compliance Scale, subtests of the Wechsler Adult 
Intelligence Scale (Comprehension, Vocabulary, Picture Completion), Spielberger Trait 
Anxiety Inventory, and Index of Self-Esteem, in this order. Administration was paced so as to 
be exactly 50 minutes. Following the 50-minute delay, subjects were asked to recall the 
narrative from the GSSl. 20 questions were asked from the GSSl, subjects given negative 
feedback, then asked to answer the 20 questions again. Following GSSl, subjects were 
administered STAI again, but this time asked to indicate ‘how they felt whilst answering the 
GSSl questions for the second time’ (post-test measure). This completed the session. At the 
end of the second test session, subjects were given opportunities to ask questions and give 
comments.
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CHAPTER in: RESULTS
3.1 BACKGROUND VARIABLES
There were 8 males and 6 females in the ATTRITION Group, whilst 10 males and 4 females 
were in the COMPLETION Group. The results showed no significant difference in sex ratios 
between the two groups (%2= 2.49, df= 1; N.S.) although the trend was towards more females 
than males dropping out of treatment than were expected.
As there were no significant sex differences in the reported background variables for either 
group, scores for each measure was combined for both males and females. ATTRITION and 
COMPLETION groups were compared on the rest of the background variables by 
Independent T-tests. Results are summarised in Table 1 below.
ATTRITION (N=14) COMPLETION (N=14)
Mean (s.d.l Mean (s.d.) T-value Prob
Age 29.8 (4.9) 30.8 (7.7) 0.41 N.S.
Verbal IQ 99.8 (15.1) 102.1 (16.7) 0.39 N.S.
Performance IQ 93.9 (8.8) 106.4 (14.7) 2.72 *
Full-Scale IQ 96.7 (10.9) 103.9 (16.0) 1.38 N.S.
Drug History 13.0 (4.9) 12.7 (7.9) 0.12 N.S.
Opiate History 7.9 (4.7) 9.6 (7.2) 0.69 N.S.
Polydrug Use 5.1 (1.2) 5.3 (1.1) 0.34 N.S.
Previous Treatment 2.4 (1.9) 2.4 (2.2) 0.09 N.S.
HIV Risk 8.1 (5.1) 11.2 (6.2) 1.43 N.S.
Social Problems 17.9 (5.2) 17.8 (5.5) 0.07 N.S.
Crime 1.5 (1.7) 2.8 (2.5) 1.61 N.S.
Health Problems 16.9 (7.7) 14.4 (4.7) 1.04 N.S.
GHQ 14.5 (7.6) 12.1 (7.9) 0.83 N.S.
Table 1 : Mean Scores and T-Values for Background Measures
ATTRITION vs COMPLETION Groups
N.S. not significant * p< .05
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There were no significant differences in any of the background variables with the exception of 
Performance IQ scores, a finding which was unexpected. Surprisingly, Performance IQ did not 
correlate significantly with Verbal IQ (r= 0.28; NS), nor with any other variables. IQ measures 
did not show a significant correlation with any of the suggestibility scores although the 
memory measures of the GSS correlated positively with both the Verbal IQ (Immediate Recall: 
r= 0.30; Delayed Recall: r= 0.42; N.S.) and with the Full-Scale IQ (Immediate Recall: r= 0.24; 
Delayed Recall: r= 0.33; N.S.). Performance IQ was unrelated to the two memory measures 
(Immediate Recall: r= 0.04; Delayed Recall: r= 0.03; N.S.).
3.2 EXPERIMENTAL MEASURES
Although there was a slight trend towards females reporting more withdrawal symptoms, 
higher psychological problems, and higher suggestibility, there were no significant differences. 
Therefore scores for males and females were combined for all the analyses. ATTRITION 
Group and the COMPLETION Group were compared on each of the experimental measures 
with Independent T-tests. Results are summarised in Table 2 below.
ATTRITION (N=14) COMPLETION (N=14)
Mean fs.d.l Mean fs.d.) T-Value Pr
Withdrawal 19.3 (11.6) 14.4 (7.4) 1.34 N.S.
GSS-Immed Recall 20.2 (4.1) 21.5 (6.2) 0.65 N.S.
GSS-Delayed Recall 18.4 (4.8) 19.9 (6.2) 0.68 N.S.
GSS-Yield 5.6 (2.3) 5.6 (2.4) 0.00 N.S.
GSS-Shift 6.9 (3.8) 5.0 (3.6) 1.33 N.S.
GSS-Total 12.5 (4.2) 10.6 (4.9) 1.08 N.S.
State Anxiety Pre 47.6 (14.3) 43.0 (9.7) 0.99 N.S.
State Anxiety Post 47.5 (12.7) 43.6 (10.8) 0.87 N.S.
Trait Anxiety 49.0 (10.4) 48.4 (10.2) 0.16 N.S.
Compliance 9.7 (3.2) 10.3 (3.8) 0.43 N.S.
Self-Esteem 41.5 (16.1) 41.6 (15.6) 0.01 N.S.
Table 2 : Mean Scores and T-Values for Experimental Measures :
ATTRITION vs COMPLETION Groups
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As can be seen, contrary to the initial hypotheses, there were no significant differences between 
the two groups in any of the experimental variables. In fact, mean scores for both groups were 
similar for many of the measures. Although Withdrawal symptoms showed some discrimination 
between the two groups with nearly a five-point difference in the means, large variability within 
groups (standard deviations of 11.6 and 7.4 respectively) suggest a high degree of overlap 
between the two groups.
3.3 CORRELATION AMONG VARIABLES
Correlation analysis was performed in order to ascertain any linear relationships among the 
experimental variables including the two withdrawal related measures of Health and GHQ 
(subscales of the OTI). As there were no significant differences between the two groups in any 
of the experimental variables, the two groups were combined. Results of the correlation are 
summarised in Table 3 in the next page. Each measure will be described in some detail below 
together with the T-test results.
1) Health Related Variables (Withdrawal. Health. GHOI
There was much variability in the severity of withdrawal symptoms expressed, varying 
from a score of 2 to 47. Not surprisingly, withdrawal correlated significantly with the 
Health measure of the OTI (r= 0.67, p< 0.01) and also positively, although not 
significantly, with GHQ ((r= 0.46; N.S.). Health and GHQ also correlated positively 
with each other (r= 0.55, p< 0.05).
As in Study 1, Withdrawal correlated strongly with pre-test state anxiety (r= 0.73, 
p< 0.01) although not with post-test state anxiety (r= 0.28; N.S.)
2) Gudionsson Suggestibilitv Scale IGSSll Scores
As none of the measures in the GSSl was significantly different, the two groups were 
combined to form a Detox group and compared with Gudjonsson’s (1987) reference
207
üsH<Wco
0)
ëH
gto
-P«w
•pXico
T(r—I 
0) •H
T(
(U
!>
%)
(U
g
I
ü
&
-PfH
d
g
*
o  ^
O VD 
O H 
O in
* * * 
o  m m 
o  lO M
o  ' i t  00 
o  If) 00
* * 
* * 
o in 00 
o  00 10 
o o vo
o  10 10
** * 
o in 00 CN 00 
o o H in U3 
o o n 00 «t 
o in cN 10
* M 
o 00 H in CN H
o m (N «t 't (No H H o ro r-
o M «t in in CN
** 4C *
o  o  m «t 00 00
o «t 't VO 10 H
o  r~ 00 M G) m «t
o  00 o  in Tf ^  (N
O 0) CMCD 00 CMro CD
O o  't  o  n  ro CM
O 't  o  o  o  H in
O rH VO H o  CM ro rH
rH 1 1
*
O «t ro O) 0) CJ) CM CM O
O 00 O) rH ro 't o CMCM
O o in C" CM ro ro ro CM
O CMTf «t rH CM CM «t rH
rH 1 1 1 1 1 1 1
Hc *  *
* * *
o n 0) in CM 00 rH 00 o  co
o 10 lO CD00 rH rH 0)
o 10 0) r~ 00 00 CM rH CD 00
o 00 CM10 vo O ro ro ro H
rH 1 1 1 1 1 I 1
*
*
o O o rH CM rH Tf co rH co «t
o «t 0) 0) CM CO CM CM CD
o If) n CMO rH ro 00 CMif) CD
o CMCMO O O C" CMCMrH ro
rH
* * Hc *
O 0) O ro in «t ro CO O CD ro «t
O CM' t rH in in in ro r- in CM 00
O LO00 O) O 00 ro in CO00
O «t 1—1rH o Tf 't  m m in ro 't
rH 1 1*
*  * Hc
CM in o 00 in 00 C" O in 00 CD
CM rH o C^ m o  C" co CD in m in
in C" o rH in ro ro CD 00 o  00in 10 rH rH o CM CM «t ro ro CM
m
I
ë
§
H
H
HPi
i
ü
■§id
§
HE4
H
g
S
(04J
O
Q)
•r»
§CQ
O
(M
0143
S
•H
O
•HU
(W
O
Ou
rio
•H
4»(d
iH
0)U
Uo
o
m
o
o
A
*■jc
*
%,
in
o
mu
§
ü•p
«w
•pg.•p
w
T>
0)I—I
•H
n)
rrH
00CN
tn
Q)co
(dü
m
O
ê
H H CO Ww H œw œ H co co
CO CO
Q)
r4
f iEH
group means for the normal adult and forensic populations. These are presented in Table 
4 and 5 below.
DETOX (N= 28) FORENSIC (N=30) ADULT (N= :28)
Mean fs.d.) Mean f s.d.) Mean (s.d.)
GSS- Immed Recall 20.9 (5.2) 14.8 (9.1) 24.6 (5.4)
GSS- Delayed Recall 19.1 (5.5) 13.5 (8.8) 23.2 (6.9)
GSS- Yield 1 5.6 (2.3) 6.0 (3.7) 3.9 (3.3)
GSS- Shift 5.9 (3.8) 3.8 (2.3) 2.4 (2.2)
GSS- Total 11.6 (4.6) 9.8 (5.3) 6.3 (5.2)
Table 4: Comparison of Detox Subjects* (ATTRITION & 
COMPLETION Groups) Mean Scores 
With Gudjonsson*s (1987) Reference Groups
ADULT fdf= 541 FORENSIC fdf= 561
GSS- Immed Recall 
GSS- Delayed Recall 
GSS Yield 1 
GSS- Shift 
GSS- Total
t= 2.57* 
t= 2.41* 
t= 2.21* 
t= 4.14*** 
t= 3.97***
t= 3.05** 
t= 2.83** 
t= 0.48 N.S. 
t= 2.53* 
t= 1.35 N.S.
Table 5: T-Test Scores of Detox Subjects And
Gudjonsson’s (1987) Reference Groups
*** p< 0 . 0 0 1  ** p< 0 . 0 1  * p< 0 . 0 5
As can be seen, there were significant differences in the memory scores, both in the 
immediate and delayed recall scores amongst the three groups. The opiate users as a whole 
had significantly lower memory recall than the normal adult group (Immed: t= 2.57, 
P< 0.05; Delayed: t= 2.41, p< 0.05), however having significantly higher recall than the
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forensic group (Immed: t= 3.05, p< 0.001; Delayed: t= 2.83, p< 0.01). In terms of the three 
suggestibility scores, the opiate group had significantly higher Yield, Shift, and Total 
Suggestibility scores than the normal adult group, and this seemed to be due more to the 
influence of a larger difference in the Shift scores (t= 4.14, p< 0.001) than that in the 
Yield scores (t= 2.21, p< 0.05). The larger differences of the Shift and Yield score were 
also seen between the opiate users and the forensic group. Opiate users had significantly 
higher Shift scores than the forensic group (t= 2.53, p< 0.05) although there were no 
significant differences in either the Yield (t= 0.48, N.S.) or Total Suggestibility scores (t=
1.35, N.S.). Analysing the results based on a breakdown of the opiate users into their 
respective groups yields clearer picture of the effects (see Table 6 below):
ATTRITION (N=14) 
ADULT_______FORENSIC
COMPLETION (N=14) 
ADULT FORENSIC
GSS- Immed Recall 
GSS- Delayed Recall 
GSS- Yield 1 
GSS- Shift 
GSS- Total
t= 2.60* t= 2.05*
t= 2.26* t= 1.89
t= 2.21* t= 0.48
t= 4.74*** t= 3.26**
t= 3.75*** t= 1.62
t= 1.62 
t= 1.46 
t= 2.21* 
t= 2.82** 
t= 2.50*
t= 2.42* 
t= 2.37* 
t= 0.48 
t= 1.30 
t= 0.46
Table 6: Comparison of T-test Scores Between
ATTRITION and COMPLETION Groups 
Against Gudjonsson’s (1987) Reference Groups
p< 0 . 0 0 1 * + p< 0 . 0 1 p< 0 . 0 5
In general, the ATTRITION group had larger score differences than the COMPLETION 
group when compared to the normal adult group in all of the GSS measures. Differences 
in both of the memory scores were significant for the ATTRITION group (t= 2.60, 
p< 0.05 and t= 2.26, p< 0.05), but not for the COMPLETION group (t= 1.62, N.S. and t= 
1.46, N.S.). In comparing the suggestibility scores of the opiate groups with the forensic
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group, only the Shift score showed significant difference. ATTRITION group had 
significantly higher Shift score than the forensic group (t= 3.26, p< 0.01), whereas the 
COMPLETION group’s Shift score was not significantly different fi'om the forensic group 
(t= 1.30, N.S.).
Total GSS correlated positively with the personality variables of Trait Anxiety (r= 0.51, 
p<0.05) and Compliance (r= 0.53; p< 0.05) although not with Self-Esteem (r= 0.27;
N.S.), and negatively with memory measures (Immed: r= -0.69, p< 0.01; Delayed: 
r= -0.47; p< 0.05). These correlations appeared to be more a function of the Shift than 
Yield factor. Whilst the former showed similar correlation to the Total GSS, the latter did 
not correlate significantly with any variable. Although none of the health factors correlated 
significantly with the GSS measures, GHQ approached significance for both Shift (r= 0.45; 
N.S.) and Total GSS (r= 0.41; N.S.).
Shift also correlated with post-test state anxiety (r= 0.51, p< 0.05) although not with pre­
test anxiety (r= 0.09; N.S.). From the above results, it appears that suggestibility is 
associated more directly with personality variables than with health factors.
3) Spielberger State-Anxietv Inventory fSTAD Scores
Although the means for state anxiety remained stable in both groups between pre- and 
post-test measures, different factors associated with the two measures. Pre-test anxiety 
correlated strongly with health related measures (Withdrawal: r= 0.73, p< 0.01; GHQ: 
r= 0.58, p< 0.05) and with the personality measure of Self-esteem (r= 0.65, p< 0.01), 
whilst Post-test anxiety had higher correlations with personality measures (Trait Anxiety: 
r=0.70; Compliance: r= 0.67; ISE: r= 0.67; p< 0.01) than with the health related measures 
(GHQ: r= 0.50; Health: r= 0.50; p< 0.05).
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4) Personality Variables (Trait Anxietv. Self-Esteem. Compliance)
In terms of Trait Anxiety, both groups had high scores compared to the normal adult 
population norm (mean= 35, s.d.= 9), being more than one standard deviation away from 
the norm. Self-esteem in the two groups was in the clinical range (cut-off of 30) 
indicating poor self-esteem. Compliance scores on the other hand were comparable to the 
normal adult population (mean= 10.1, s.d.= 4.6). Not surprisingly, the three personality 
variables correlated with each other (Trait & ISE: r= 0.88, p< 0.01; Trait & GCS: r= 0.55, 
p< 0.05; ISE & GCS: r= 0.52, p< 0.05).
3.5 SUMMARY
Summarising the results following from the main hypotheses:
1) Contrary to prediction, there were no significant differences between the two groups 
on any of the four health factor scores of Withdrawal symptoms severity, state anxiety, 
the GHQ, and OTI Health problem scores.
2) Contrary to prediction there were no significant differences between the two groups on 
any of the three personality scores of Suggestibility, Trait Anxiety and Self-Esteem. 
However there was a slight trend for the ATTRITION Group to be more suggestible, 
particularly in the Shift score. When compared with Gudjonsson’s norms, the 
ATTRITION Group showed significantly higher levels of Shift and Total 
Suggestibility than the COMPLETION Group. However, the effect of memory cannot 
be ruled out.
3) Due to the small number of subjects in each group, it was not possible to perform any 
multivariate analyses, and hence it was not possible to ascertain the relative 
contributions of each variable. This point will be discussed further in the next 
chapter.
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CHAPTER IV: DISCUSSION
4.1 CRITICAL ANALYSIS
Before discussing any findings, it is important to bear in mind the limitations in the present 
study. Firstly, in terms of the research design, there is a major limitation in terms of measuring 
such temporary and dynamic variables as withdrawal symptom severity and state anxiety only 
once at the start of treatment. The rationale for measuring patient variables at the outset of 
treatment has been explained previously i.e. the potential benefits of being able to predict 
outcome at the start of treatment, thus opening the way for potential remedial interventions. 
On a more practical level, it was necessary to use the procedure as the present study 
incorporated data obtained from Study 1. In terms of fixed variables which are not influenced 
by the treatment process e.g. demographic and background factors, or relatively stable 
variables such as personality factors, there may not be any problems in collecting data only 
once at intake. However factors such as withdrawal symptom severity and state anxiety, like 
motivation, may be influenced strongly by the treatment process itself and may change from 
day to day. Thus an individual who suffers fi"om minimal withdrawal symptoms and anxiety 
may go on to experience severe levels of these factors as detoxification progresses. In this 
case, the severity of withdrawal symptoms may have led this individual to discharge, however 
this would not have been detected using only pretreatment measures. It may be argued that, 
as far as withdrawal symptoms and anxiety are related to personality factors, individual 
differences would remain stable albeit at different severity levels. However, it is likely that the 
association between these measures and treatment outcome would be weakened given the 
distance between the initial measurement and subsequent attrition. Only by taking these 
measures everyday can a truly accurate picture be obtained.
The second limitation relates to the statistical analysis employed in the present study. In the 
present study, t-tests were used to identify potential predictive factors for treatment outcome. 
In looking at factors that affect treatment outcome, univariate measure such as the t-test, 
which looks for significant group differences between each variable, may hide the presence of 
true predictive factors. This would be true if it is the combination of variables, rather than each 
variable alone, which influence treatment outcome. Furthermore, those who do drop out of
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treatment may not be a homogenous group of individuals and may have differing vulnerability 
factors which lead them to self-discharge. In this case, despite the presence of a number of 
significant predictive factors for attrition, they would fail to show up as significant differences 
using t-tests. A better method of analysis would have been to use a multivariate analysis, such 
as the stepwise multiple regression, to ascertain the strength of each variable in predicting 
treatment outcome, or a discriminant analysis to see whether there is a combination of 
variables which determine group membership. Indeed this was the initial plan of the present 
study, however this was not possible due to circumstances beyond the author’s control. The 
initial plan of the study was to collect the same amount of data as in Study 1, thus making up 
around 40 to 50 subjects. However, as the data collection had to be terminated abruptly owing 
to unforeseeable circumstances, data fi’om only 7 additional subjects could be added to Study 1 
data, making up 28 data points. This was deemed too small an amount of data to be able to 
reliably perform a multiple regression analysis, and thus only t-tests and correlations were 
performed. Given these limitations in the data analysis, the results may have to be viewed with 
some caution.
4.2 DEMOGRAPHIC AND BACKGROUND FACTORS
In the present study, as predicted, none of the demographic and background factors 
significantly differed in the two groups, with the exception of Performance IQ scores. This 
latter finding was somewhat surprising given that similar results were not obtained for the 
Verbal IQ scores. Also contrary to predictions, there were no differences between the two 
groups on the two health related factors of OTI Health problem scores and the GHQ scores. 
The fact that none of the other factors were found to be significant is consistent with the 
general consensus of previous studies (e.g. Âkerlind et al, 1988; Freedberg & Johnston, 1981).
Intelligence
Despite the fact that background factors are generally thought not to reliably predict treatment 
outcome, some studies that had found significant factors have implicated intelligence (e.g. 
Smart, 1977). Higher educational status, although not equivalent to intelligence level, has also 
been found to relate to treatment outcome with those that have obtained higher educational
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status generally doing better (Gossop et al, 1987; Friedman et al, 1986; Rush, 1979). 
However, those studies that have found intelligence/educational status to differentiate 
treatment outcome have also found other background factors such as age, sex, SES, etc. to be 
significant. In contrast, this study found intelligence to be the only significant factor among all 
other variables. Given that IQ scores did not correlate with any other variables, it is likely that 
intelligence contributes independently to treatment outcome. Its main effect may be in the 
reasoning processes adopted, particularly in the type and quality of coping strategies employed 
to deal with stressful situations and to overcome urges and temptations. However, given that 
Verbal IQ, a measure which is more closely related to cognitive reasoning processes, did not 
show significant differences, this finding may be tenuous.
Health Related Factors
Contrary to prediction, health related background factors of OTI Health and GHQ scores were 
not significantly different in the two groups. Literature on predictive factors of treatment 
outcome have consistently found psychiatric diagnoses, particularly depression, to be the most 
negative indicator (e.g. Ziedonis & Costner, 1991; Rounsaville et al, 1985, 1987; McLellan et 
al, 1983). In the present study, patients with psychiatric diagnoses were specifically excluded 
in order to investigate the influence of subjective psychological well-being within the normal 
sphere. It has been argued that predictive factors can be easily revealed within a normal 
psychological sphere, particularly in the patient’s own expression of subjective feelings of well­
being (Âkerlind et al, 1988). It has been hypothesised that negative mood states act as chronic 
background factors which increase the likelihood of relapse when coupled with some specific 
relapse precipitant. This has also been stated for negative physical states, whether or not they 
be related to withdrawal symptoms (Unnithan et al, 1992). It is thus surprising to find no 
differences in both measures of physical and psychological well-being in the present study. 
The lack of difference may be explained by the high levels of problems found in both physical 
and psychological health in both groups. Both groups fell within the above average range of 
problems in comparison to the OTI norms (see Table 2, page 135 in Study 1). Given that 
these factors are likely to be chronic background factors, rather than being a direct trigger for
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self-discharge, the relationship between these factors and attrition may be too indirect to show 
any significant differences between the two groups.
4.3 OPIATE WITHDRAWAL SYNDROME AND ANXIETY
Evidence from previous research findings indicate that there is a strong relationship between 
severity of opiate withdrawal syndrome and treatment outcome in terms of retention rates 
(Milby et al, 1980; Senay et al, 1977; Cushman & Dole, 1973). In the present study, however, 
there was no significant difference in withdrawal symptom severity between the two groups, 
although a slight trend was observed towards the ATTRITION Group reporting more 
subjective withdrawal symptoms.
Withdrawal symptoms correlated highly with pre-test state anxiety, but the difference between 
the two groups in the pre-test state anxiety scores was even smaller and was not significant. In 
terms of State Anxiety Post-test scores (anxiety experienced whilst receiving negative feedback 
in GSS 1), this measure seems to be more closely aligned to individual personality traits rather 
than to withdrawal symptoms. State Anxiety post-test did not correlate with withdrawal 
symptom severity while correlating significantly with trait anxiety. Furthermore, both state 
anxiety post-test and trait anxiety, as well as other personality factors correlated with Shift 
scores, whilst withdrawal symptoms and state anxiety pre-test did not. From these findings, 
one may deduce that personality features are more important in determining individual coping 
processes within stressful situations than are current physical or psychological states. 
However, there may be a range effect in that when physical and psychological problems are 
mild, individual personality plays a larger role in determining how one copes with stressfiil 
situation. However when physical and psychological problems are severe, these may act not 
only as background factors for treatment attrition i.e. relapse, but possibly as direct causes for 
relapse as well.
The lack of significant differences in the present study may be due, in part, to the heterogeneity 
within the ATTRITION Group on both measures of withdrawal symptom severity and state 
anxiety. Five out of the seven subjects with highest levels of withdrawal symptom severity and
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six out of eight with highest levels of state anxiety were all self-dischargers. In particular, the 
highest scorer with a disparate level of withdrawal symptom severity was also a self­
discharger. However, within the ATTRITION Group, there were also subjects who showed 
minimum levels of withdrawal symptoms, with one subject scoring only 2 on this measure. For 
these latter individuals, withdrawal symptoms may have played no part in their self-discharge, 
and instead, other factors such as personality problems may have played a more influential role. 
In the case of completers, in contrast, only two subjects scored more than 20 on the 
withdrawal symptom severity measure. The fact that withdrawal symptom severity was related 
to self-discharge at higher levels is in concordance with previous findings where they found 
severe, subjective withdrawal to be related to self-discharge (Senay et al, 1977), but not 
necessarily at milder levels.
4.4 PERSONALITY FACTORS
Contrary to the research hypotheses, none of the personality factors were found to be 
significantly different between the two groups. Regardless of group membership, both showed 
equally significant personality problems of high trait anxiety, poor self-esteem and high 
suggestibility levels in comparison to the normal adult population. Furthermore, these 
personality factors were found to correlate significantly with each other, with those suffering 
fi-om one personality problem also suffering fi-om each of the other personality problems. 
Compliance, on the other hand, was similar to the normal adult population.
Trait Anxietv
Contrary to predictions, present results showed nearly identical scores for both groups. This 
finding was similar to that of Powell et al (1993a), who looked at personality traits of 
neuroticism, trait anxiety and impulsiveness and found none of these variables to predict 
relapse at six-month follow-up in heroin addicts following inpatient detoxification. Thus it may 
be that trait anxiety does not play a significant part in treatment outcome despite their 
theoretical links. However a somewhat different picture emerges when looking at the results 
from the correlations. The most interesting finding is that of the relationship between 
suggestibility scores and both state and trait anxiety scores. As discussed previously, the
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extent of Shift on the GSSl is thought to be determined by the coping strategies employed 
during the stressful negative feedback situation. Shift score is found to be significantly and 
positively correlated with both trait anxiety and state anxiety experienced during feedback 
(State Anxiety-Post score), but not with pre-test state anxiety or withdrawal symptoms. From 
this, it may be deduced that one’s personality factors play a more important role in determining 
how one copes with a stressful situation than the temporary psychological and physical factors. 
Thus trait anxiety does seem to affect one’s coping in stressfiil situations. It may be that 
individuals with high trait anxiety, when faced with a stressful situation, are more likely to 
experience high levels of state anxiety, and this in turn may have the effect of inhibiting 
effective coping responses. They may be more prone to respond with ‘escape’ behaviours, 
rather than concentrating on the task at hand. In a real life situation, this may take the form of 
escaping to drug use in dealing with stress. The fact that it was the state anxiety post-test 
scores (correlating strongly with trait anxiety), rather than the state anxiety pre-test 
(correlating strongly with withdrawal symptoms), which correlated significantly with the Shift 
scores seem to indicate the important influence of trait anxiety on coping.
Self-Esteem
Self-esteem was hypothesised to be one of the predictive factors for treatment outcome given 
previous findings of low self-esteem relating to poor treatment outcome (e.g. Âkerlind et al, 
1988). Theoretically, individuals with low self-esteem are more likely to be passively involved 
with the treatment process and may not believe that they have the ability to control or cope 
with stressful situations, particularly without the aid of drugs. Moreover, they may be more 
attuned to the negative influences of deviant peer groups and may be more easily swayed by 
them (Battjes, 1982-83). In the present study, however, scores for both groups were 
identical.
Compliance
Results indicated that there were no differences in compliance levels between the two groups. 
Although compliance correlated significantly with personality traits of trait anxiety, self-esteem 
and suggestibility, both groups showed normal levels of compliance. Whether or not this is
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still the case with abnormally high levels of compliance could not be ascertained due to the 
lack of patients who fell in this range. Although opiate addicts generally suffer from various 
personality/psychological problems, compliance does not seem to be one of them.
4.5 INTERROGATIVE SUGGESTIBILITY
Contrary to prediction, results obtained in the present study did not show significant 
differences between the two groups in their suggestibility levels. Yield scores of the GSSl 
were nearly identical. This was to be expected due to its closer relationship with intelligence 
and memory, which were both expected not to significantly differ between the groups. Shift, 
on the other hand, was expected to be higher in the ATTRITION Group due to its closer 
relationship with personality factors such as trait anxiety, self-esteem (as the current results 
from correlations also show) and coping resources. Indeed it was in the Shift scores that some 
trend was observed, with the ATTRITION Group being marginally higher in the scores. 
Although this failed to reach significance, when compared with Gudjonsson’s 1987 reference 
groups (normal adults and forensic patients), the ATTRITION Group was shown to have 
significantly higher levels of Shift scores than the COMPLETION Group.
Thus it may be concluded that suggestibility may potentially have a link with treatment 
outcome, in that patients with high Shift scores are more likely to drop out of treatment than 
are those with low scores. Unfortunately, the evidence is too weak and inconclusive to be able 
to state with any confidence. It is however possible that the weak relationship found in the 
present study is due to the indirect link it has with treatment outcome. It may be that as both 
suggestibility and relapse are mediated, at least at a theoretical level, by individual coping 
strategies, a stronger link could be identified by measuring coping strategies directly. That is, 
the extent of ‘shift’ in one’s responses to negative pressure in the testing situation is 
determined by whether one is able to utilise effective cognitive or behavioural coping 
responses. Equally, in a real life situation, whether one is able to resist succumbing to negative 
social pressures and suggestions i.e. relapse is determined largely by the coping strategies 
employed. In the relapse literature, coping skills have already been identified as an important
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factor in determining the likelihood of relapse (e.g. Ito & Donovan, 1990; Sjoberg & 
Samsanowitz, 1985; Litman et al, 1984, 1979). Coping skills were not directly measured in 
the present study, however it would be interesting to investigate this matter in future research.
4.6 TREATMENT OUTCOME PREDICTIONS - SUGGESTIONS FOR FUTURE 
RESEARCH
Following from the critical analysis above, future research would need to remedy the 
limitations identified in the present study. It would be important for such temporary and 
dynamic measures as withdrawal symptoms severity and state anxiety to be measured on a 
daily basis in order to increase accuracy. The fact that there are great individual variations in 
the severity and symptom picture of withdrawal syndrome is already well documented. 
Whether there are individual fluctuations in withdrawal symptom severity by time is yet 
unknown. Although in general, a linear relationship is assumed in the severity of withdrawal 
symptoms i.e. all patients gradually increase in their subjective withdrawal symptom severity as 
detoxification progresses, this has never been specifically examined.
As in some previous research, none of the personality variables were identified to be significant 
in predicting attrition in the present study. This may beg the question as to whether or not one 
could indeed identify factors predictive of attrition. One may argue, for example, that there are 
too many uncontrolled variables within the treatment setting which have not been accounted 
for e.g. situational variables. In the present study, one may also question the validity of 
comparing the stressful situation within an artificial testing environment and that of a real-life 
ward situation. Whether the type of coping strategies employed are the same in each of the 
situations is also a question that has not been answered. However, rather than a total 
abandonment of research efforts, it seems to point the direction towards better understanding 
of the cognitive processes underlying one’s decision to self-discharge.
In conducting outcome prediction studies, fiiture research would also need to obtain a larger 
subject sample, thus allowing for more sophisticated statistical analysis. It is most likely that 
none of the variables would singularly determine treatment outcome, but rather, it is the
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combination of vulnerability factors which together affect the likelihood of treatment 
attrition/retention. This would be missed using such univariate analysis as t-tests, which only 
allow scrutiny of one variable at a time. Multivariate analysis e.g. multiple regression, on the 
other hand, would enable one to identify the interactions of multiple variables as well as 
determining the relative strength of each variable. These variables may usefiilly include 
measures of suggestibility, self-efficacy and coping strategies. However, one also needs to be 
aware of the limitations of treatment outcome prediction studies in general. Treatment 
outcome may be best conceptualised as the effect of the interaction of patient variables, 
treatment variables, and non-treatment influences (Friedman et al, 1986). Furthermore, 
different programmes may affect personality types and psychopathology in different ways, as 
well as do environmental variables. Thus, it is perhaps important to bear in mind that 
preadmission characteristics can only be expected to explain a certain part of the variance at 
best.
Ultimately, identifying predictive factors for relapse is important because of the potential for 
remedial intervention once these vulnerability factors are identified, thereby decreasing attrition 
rates. However, translations of these observations into effacious interventions seem to be 
difficult in reality. For example, importance of social support is consistently confirmed in 
correlational studies (e.g. Booth et al, 1992; Wills, 1990; Tucker, 1982), but a different picture 
emerges when the effects of social interventions on treatment outcome are evaluated. 
Lichtenstein et al (1986), who examined the influence of social support interventions on 
abstinence, found negative results in all of the five prospective studies. However, when 
observing the data retrospectively, significant correlation was found between subject-rated 
social support and smoking abstinence, as commonly found in other studies.
Despite the difficulties of devising effective interventions to overcome high attrition rates, 
there has been some reports of promising results in this area. Perhaps the strongest 
experimental evidence supporting the efficacy of interventions comes from behavioural 
treatments for alcoholism; employing significant others in administering reinforcements (e.g. 
O’Farrell et al, 1989). Higher rates of treatment retention and better treatment outcome, in
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terms of less alcohol consumption and better psychosocial adjustment, have been reported for 
those whose significant others participated in treatment as opposed to patients who had 
attended treatment alone. Another area of intervention which has shown promising results are 
the cue exposure technique and ‘cognitive aversion’ strategy in reducing ‘conditioned cued 
response’ i.e. cravings in heroin addicts (Powell et al, 1993b). Whether this has the effect of 
reducing attrition rates is yet to be tested. Perhaps the most important area in psychological 
intervention is the relapse-prevention approach: providing patients with a set of specific skills, 
each designed as a coping response to a particular high-risk situation (Marlatt & Friedman, 
1980). Therapists can also impart a number of global strategies as part of a relapse prevention 
approach e.g. general problem-solving skills, decision-making skills, skills for increasing a 
general sense of self-efficacy and control. These specific cognitive-behavioural skills would 
offer more help to individuals than relying on vague constructs such as ‘will power.’ 
Evaluating treatment efficacy and outcome in these interventions remains an important, but as 
yet untested, area. The challenge therefore remains, not only to identify predictive factors for 
attrition/relapse, but also in translating these findings into effective interventions that would 
remedy individual vulnerability factors, thereby increasing retention rates.
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CHAPTER V: CONCLUSIONS
The present research set out to find possible factors predictive of treatment outcome. 
However, none of the personality variables, nor any temporary physical or psychological 
factors were found to differ between the two groups of treatment completers and self­
dischargers. The only variable which significantly differed in the two groups was the 
intelligence measure in the background variables, with the completers having higher 
Performance IQ scores than self-dischargers on the Wechsler Adult Intelligence Scale. 
Although not specifically hypothesised, the finding of a higher intelligence for completers was 
not surprising given previous findings of similar results, as well as from a theoretical viewpoint 
i.e. those with higher intelligence having better analytical thinking capacities. However, given 
that Verbal IQ, which is more closely related to critical thinking and reasoning, did not show 
significant difference, this finding may be somewhat tenuous.
The lack of any significant difference in any of the personality factors, nor temporary physical 
and psychological factors was unexpected given their theoretical and empirical links with 
relapse in substance abusers. However, previous studies that have searched for predictive 
factors of treatment outcome have often found similar lack of significant differences. This may 
point to the futility of the search for individual factors predictive of treatment outcome, as 
argued by some researchers. Treatment outcome is said to be determined by the combination 
of client variables, treatment factors, and non-treatment influences. Thus whatever client 
variables that are investigated, the association may be weakened by other unaccounted factors, 
and therefore client variables may only explain part of the variance at best.
Apart from the above, there were also major limitations in the present research which may have 
contributed to the lack of positive findings. These were namely in the measurement of variables 
only once at the start of treatment, which failed to take into account the changing nature of 
temporary physical and psychological factors such as the withdrawal symptom severity and 
state anxiety, and the shortage of subjects which precluded multivariate statistical analyses 
owing to the small data size. It is possible that the present analyses using t-tests, may have 
hidden the combined effects of several variables in influencing treatment outcome. There may
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not be any single factor which significantly determines the likelihood of treatment outcome, but 
rather, it is more likely to be the cumulative effect of several negative factors which acts to 
decrease individuals' chances of treatment completion. Thus, future research may need to look 
at multiple factors and determine the strength of each by way of multivariate analyses.
Bearing these limitations in mind, there is nevertheless a need for better understanding of the 
reasons behind the high attrition rates commonly observed in substance abuse treatments. 
Understanding the causes of self-discharge or the individual vulnerability factors opens up 
potential avenues for remedial interventions, which may in turn decrease the high attrition 
rates. In this aspect, parallels can be drawn from the relapse literature, which has identified 
major causes for relapse i.e. high-risk situations, and which has led to various remedial 
interventions.
The potential area for fiiture research may be in the types of coping strategies utilised by 
individuals when faced with stressful situations. Coping has been found to be an important 
mediating factor in determining the likelihood of relapse in substance abusers. Equally, coping 
has been found to play a major role in determining the level of interrogative suggestibility. 
Given the finding that opiate addicts are suffering from significantly high levels of 
suggestibility, and are said to lack effective coping skills, this may indeed be the mediating 
factor in determining treatment retention versus self-discharge. Understanding the cognitive 
processes leading to one's decision to drop out of treatment may be an important aspect of 
treatment outcome research in the future.
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APPENDICES
APPENDIX I: TEST NORMS
Measure
Normal Adult 
Mean S.D.
Forensic
Mean S.D.
Free Memory Recall
Immediate Recall 21.0 6.0 15.0 8.0
Delayed Recall 20.0 - 13.5 -
Suggestibility
Yield 1 4.0 3.0 6.5 3.5
Shift 2.5 2.2 4.0 3.0
Total Suggestibility 7.0 5.0 10.0 5.5
(i.e. Yield 1 + Shift)
Table 1; Memory and Suggestibility Scores: Norms for Normal Adult Population
and Forensic Group (from Gudjonsson, 1992)
Mean S.D.
Controls 6.4 3.2
IQ 67-90 11.0 18.9
IQ 50-66 18.9 3.4
Table 2: Total Suggestibility Scores: Norms By IQ Range
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APPENDIX II: TEST MATERIALS
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SCHONELL GRADED READING TEST
tree little milk egg book
school sit frog playing bun
flower road clock train light
picture think summer people somethh
dream downstairs biscuit shepherd thirsty
crowd sandwich beginning postage island
saucer angel ceiling appeared gnome
canary attractive imagine nephew gradually
smoulder applaud disposal nourished diseased
university orchestra knowledge audience situated
physics campaign choir intercede fascinate
forfeit siege recent plausible prophecy
colonel soloist systematic slovenly classification
genuine institution pivot conscience heroic
pneumonia preliminary antique susceptible enigma
oblivion scintillate satirical sabre beguile
terrestrial belligerent adamant sepulchre statistics
miscellaneous procrastinate tyrannical evangelical grotesque
ineradicable judicature preferential homonym fictitious
rescind metamorphosis somnambulist bibliography idiosyncrasy
[P.T.O.
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GCS
Listed below are a number o f statements concerning personal attitudes and traits. Read each item and decide 
whether the statement is true or false as it applies to you personally. If the statement is true as applied to you 
then circle T; if  it is false as applied to you then circle F.
TRUE FALSE
1. I give in easily to people when I am pressured. T F
2. I find it very difficult to tell people when I disagree with them. T F
3. People in authority make me feel uncomfortable. T F
4. I tend to give in to people who insist that they are right. T F
5. I tend to become easily alarmed and frightened when I am in the company o f
people in authority. T F
6. I try very hard not to offend people in authority. T F
7. I would describe myself as a very obedient person. T F
8. I tend to go along with what people tell me even when I know
that they are wrong. T F
9. I believe in avoiding rather than facing demanding and frightening situations. T F
10. I try to please others. T F
11. Disagreeing with people often takes more time than it is worth. T F
12. I generally believe in doing as I am told. T F
13. When I am uncertain about things I tend to accept what people tell me. T F
14. I generally try to avoid confrontation with people. T F
15. As a child I always did what my parents told me. T F
16. I try hard to do what is expected of me. T F
17. I am not too concerned about what people think of me. T F
18. I strongly resist being pressured to do things I don’t want to do. T F
19. I would never go along with what people tell me in order to please them. T F
20. When I was a child I sometimes took the blame for things I had not done. T F
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SUGGESTIBILITY SCALE INSTRUCTIONS
Before the story is read out to the subject, the following instruction is given: 
"I want you to listen to a short story. Listen carefully, because 
when I am finished I want you to tell me everything you remember. ”
Anna Thomson/of South/Croydon/was on holiday/in Spain/when she was held 
up/outside her hotel/and robbed of her handbag/which contained £50 worth/of 
travellers cheques/and her passport./She screamed for help/and attempted to put up 
a fight/by kicking one of the assailants/in the shins./A police car shortly arrived/and 
the woman was taken to the nearest police station/where she was interviewed by 
Detective/Sergeant/Delgado./The woman reported that she had been attacked by 
three men/one of whom she described as oriental looking./The men were said to be 
slim/and in their early twenties./The police officer was touched by the woman’s 
story/and advised her to contact the British Embassy./Six days later/the police 
recovered the lady’s handbag/but the contents were never found./Three men were 
subsequently charged/two of whom were convicted/and given prison sentences./Only 
one/had had previous convictions/for similar offenses./The lady returned to 
Britain/with her husband/Simon/and two friends/but remained frightened of being 
out on her own./
After the story has been read out, the subject is told the following:
"Now tell me everything you remember about the story."
Subjects are then told that they are going to be asked Questions about the story and
instructed to answer them as accurately as they can.
SUGGESTIBILITY........
Subjects are then told.............
"You have made a number of errors. It is therefore necessary to go through
the questions once more and this time try to be more accurate. "
Repeat 20 questions.
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SUGGESTIBILITY SCALE - SCORING
’Yield’ answers
1. Did the woman have a husband called Simon? (NS)
2. Did the woman have one or two children? (S)
3. Did the woman’s glasses break in the struggle? (S)
4. Was the woman’s name Anna Wilkinson? (S)
5. Was the woman interviewed by a detective sergeant? (NS)
6. Were the assailants black or white? (S)
7. Was the woman taken to the central police station? (S)
8. Did the woman’s handbag get damaged in the struggle? (S)
9. Was the woman on holiday in Spain? (NS)
10. Were the assailants convicted six weeks after their arrest? (S)
11. Did the woman’s husband support her during the police interview? (S)
12. Did the woman hit one of the assailants with her fist or handbag? (S)
13. Was the woman from South Croydon? (NS)
14. Did one of the assailants shout at the woman? (S)
15. Were the assailants tall or short? (S)
16. Did the woman’s screams frighten the assailants? (S)
17. Was the police officer’s name Delgado? (NS)
18. Did the police give the woman a lift back to her hotel? (S)
19. Were the assailants armed with knives or guns? (S)
20. Did the woman’s clothes get torn in the struggle? (S)
Not Scored 
One/Two/Yes 
Yes 
Yes 
Not Scored 
Black/White/Y es 
Yes 
Yes 
Not Scored 
Yes 
Yes
Fist/Handbag/Y es 
Not Scored 
Yes 
Tall/Short/Yes 
Yes 
Not Scored 
Yes
Knives/Guns/Y es 
Yes
S=  Suggestive Questions 
NS = Non-suggestive questions
Summary of Administration
1. S is required to listen to the story.
2. S gives free recall.
3. S gives delayed recall after 50 minutes.
4. S is asked the 20 interrogation questions (give Yield 1).
5. S is given critical feedback.
6. The 20 questions are repeated (giving Shift and Yield 2).
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SUGGESTIBILITY SCALE - ANSWER SHEET
Questions: Answer
YIELD 1 YIELD 2
1. Did the woman have a husband called Simon?
2. Did the woman have one or two children?
3. Did the woman’s glasses break in the struggle?
4. Was the woman’s name Anna Wilkinson?
5. Was the woman interviewed by a detective sergeant?
6. Were the assailants black or white?
7. Was the woman taken to the central police station?
8. Did the woman’s handbag get damaged in the struggle?
9. Was the woman on holiday in Spain?
10. Were the assailants convicted six weeks 
after their arrest?
11. Did the woman’s husband support her during the 
police interview?
12. Did the woman hit one of the assailants 
with her fist or handbag?
13. Was the woman from South Croydon?
14. Did one o f the assailants shout at the woman?
15. Were the assailants tall or short?
16. Did the woman’s screams frighten the assailants?
17. Was the police officer’s name Delgado?
18. Did the police give the woman a lift back to her hotel?
19. Were the assailants armed with knives or guns?
20. Did the woman’s clothes get tom in the struggle?
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INDEX OF SELF-ESTEEM (ISE) Today’s Date
Name
The questionnaire is designed to measure how you see yourself. It is not a test, so there are 
no right or wrong answers. Please answer each item as carefully and accurately as you can 
by placing a number by each one as follows;
1. Rarely or none of the time
2. A little of the time
3. Some of the time
4. A good part of the time
5. Most or all of the time
1. I feel that people would not like me if they really knew me well.
2. I feel that others get along much better than I do.
3. I feel that I am a beautiful person.
4. When I am with other people I feel they are glad I am with them.
5. I feel that people really like to talk with me.
6. I feel that I am a very competent person.
7. I think I make a good impression on others.
8. I feel that I need more self-confidence.
9. When I am with strangers I am very nervous.
10. I think that I am a dull person.
11. I feel ugly.
12. I feel that others have more fun than I do,
13. I feel that I bore people.
14. I think my friends find me interesting.
15. I think I have a good sense of humour.
16. I feel very self-conscious when I am with strangers.
17. I feel that if I could be more like other people I would have it made.
18. I feel that people have a good time when they are with me.
19. I feel like a wallflower when I go out.
20. I feel I get pushed around more than others.
21. I think I am a rather nice person.
22. I feel that people really like me very much.
23. I feel that I am a likeable person.
24. I am afraid I will appear foolish to others.
25. My friends think very highly of me.
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OPIATE WITHDRAWAL SYMPTOM QUESTIONNAIRE
Please rate the absence or presence of the symptoms below using the following scale:
0 = None/not at all
1 = Slightly/little/ occasionally
2 = Moderately
3 = Very much/a great deal/continuously
SYMPTOMS Please circle the appropriate number
1. Been yawning 0 1 2 3
2. Had muscle cramp 0 1 2 3
3. Had pounding heart 0 1 2 3
4. Had a runny nose 0 1 2 3
5. Been sneezing 0 1 2 3
6. Had pins and needles 0 1 2 3
7. Had hot/cold flushes 0 1 2 3
8. Had diarrhoea 0 1 2 3
9. Had gooseflesh 0 1 2 3
10. Felt sick 0 1 2 3
11. Had stomach cramps 0 1 2 3
12. Had difficulty sleeping 0 1 2 3
13. Felt aches in bones or muscles 0 1 2 3
14. Felt twitching and shaking 0 1 2 3
15. Felt irritable or bad tempered 0 1 2 3
16. Been sweating 0 1 2 3
17. Had runny eyes 0 1 , 2 3
18. Felt craving 0 1 2 3
TOTAL SCORE
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Springfield Hospital
Dear Dr Murakami,
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Thank you for your letter. Your answers are very clear and I am 
sure the Committee would be satisfied with these so I suggest 
that your study should now proceed.
Yours sincerely
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Local Research Ethics Committee
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Yours sincerely
Patrick Vallance 
Vice-Chair
Local Research Ethics Committee
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PATIENT CONSENT FORM
I , __________________ ________  as a patient at Rowan Ward undergoing
Methadone Detoxification Programme, herewith give consent to participating 
in the research conducted by Akiko Murakami, Clinical psychologist in 
training with Paul Davis, Consultant Clinical Psychologist, St George's 
Medical School.
Prior to consenting, I have been fully informed of the nature of the research 
and the procedures involved. I have been promised complete confidentiality 
and anonymity, and should I feel these have been breached in any way, I 
retain the right to withdraw from the research at any time.
Signed:
Date:
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CLIENT CONSENT FORM
I , _______________________  as a client at
undergoing Rehabilitation Programme, herewith give consent to participat­
ing in the research conducted by Akiko Murakami, Clinical psychologist 
in training with Paul Davis, Consultant Clinical Psychologist, St George's 
Medical School.
Prior to consenting, I have been fully informed of the nature of the research 
and the procedures involved. I have been promised complete confidentiality 
and anonymity, and should I feel these have been breached in any way, I 
retain the right to withdraw from the research at any time.
Signed:
Date:
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Interrogative suggestibility in opiate users
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Abstract
The present study investigated interrogative suggestibility in opiate users. A  group, of patients undergoing a 
methadone detoxification programme in an in-patient drug treatment unit (Detox group, n =  21), and a 
group of residents who had come off drugs and were no longer suffering from withdrawal syndrome (Rehab 
group, n = .1 9 ) were compared on interrogative suggestibility and various other psychological factors. 
Significant differences were found between the two groups, with the Detox group having more physical and  
psychological problems, and a higher total suggestibility score in comparison with the Rehab group. These 
findings are discussed in relation to the context of police interrogations and the reliability of confessions made 
by suspects and witnesses dependent on opiates.
Introduction
T he close association between drug use and 
crime is docum ented in many crime statistics in 
the developed countries (Hammersley, Forsyth 
& Lavelle, 1990; Inciardi, 1979). Because o f the 
high incidence o f drug-related crimes, and as 
many people admitted to prison either on re­
mand or as convicted prisoners may be depen­
dent on drugs or have drug-related problems, 
medical officers in such contexts are trained to 
check for withdrawal symptoms. However, on 
many occasions inadequate amounts are pre­
scribed, if  at all, and there are general limitations 
in the assessment and prescribing policy (Davi­
son & Forshaw, 1993).
Opiate withdrawal o f suspects brought in for 
police interrogation poses special problems and
may raise doubt about the reliability o f  confes­
sions obtained under these circumstances. W ith­
drawal is sudden, involuntary and unexpected. 
This, accompanied by the highly stressful exped­
ien ce  o f interrogation, incarceration and the early 
stages of criminal proceedings when psychologi­
cal disturbances have been shown to be frequent 
(Harding & Zimmerman, 1989) all add to the 
likelihood of opiate users making unreliable con­
fessions. This may be due partly to the anxiety 
and confusion the opiate user is experiencing, 
which makes him/her more likely to be suscep­
tible to pressure and questioning by the police  
(“interrogative suggestibility,” G udjonsson & 
Clark, 1986), and/or due to the user’s need for 
drugs, which may compel him/her to go along to 
any extent with demands in order to secure a
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faster release and hence access to drugs 
(“com pliance,” Gudjonsson, 1989).
Even for non-users the interrogation situation 
may be so stressful as to impair their ability to 
exercise their powers o f judgement and legal 
rights (Leiken, 1970). For an opiate user these 
stresses are likely to be further heightened by the 
actual physical discomfort o f withdrawal, plus 
the fear o f  not knowing when they can obtain 
their next supply o f drugs and what will happen 
to them  if  they cannot. Such factors as social 
isolation, sensory deprivation, fatigue, hunger, 
lack o f  sleep, physical and emotional pain and 
threats have all been commonly shown to result 
in impaired judgement, mental confusion, disori­
entation and increased suggestibility o f  suspects 
(Hinkle, 1961; Shallice, 1974), and hence draw 
into doubt the reliability o f their statements and 
increase the likelihood o f false confessions which 
may later be withdrawn. In addition, memory 
lapses that may occur during intoxication can 
also add to the drug user’s vulnerability to sug­
gestibility when later attempting to recall events. 
Low  confidence in one’s memory is one o f the 
vulnerability factors described by Gudjonsson  
(1992).
Concept of “interrogative suggestibility” 
“Interrogative suggestibility” has been defined by 
Gudjonsson & Clark (1986) as “the extent to 
which, within a closed social interaction, people 
com e to accept messages communicated during 
formal questioning, as the result o f which their 
subsequent behavioural response is affected”. 
Suggestibility is seen as being dependent upon 
the coping strategies people can generate and 
im plement when confronted with the uncertainty 
and expectations o f the interrogative situation.
Gudjonsson (1983) suggests there are two dis­
tinct types o f suggestibility: the first type relates 
to the impact of leading or suggestive question­
ing on testimony (how much a person “yields” to 
leading questions). The second type relates to 
the extent to which interrogators are able to 
“shift” unwanted but perhaps accurate answers 
by challenge and negative feedback. These two 
com ponents of suggestibility appear to be rea­
sonably independent o f each other, leading to 
different inferences and practical implications 
(G udjonsson, 1984). Gudjonsson has developed  
a valid and reliable psychological assessment 
tool, the Gudjonsson Suggestibility Scales (GSS
1 & GSS 2), with which to measure these two 
components (G udjonsson, 1984; 1987). G SS 1 
and GSS 2, the parallel forms o f the test, have 
been shown to have very similar norms and 
therefore can be used interchangeably.
Empirical studies using these scales have 
found significant differences in the degree o f  
suggestibility in different populations, e.g. som e 
clinical populations such as forensic patients be­
ing generally more suggestible than the normal 
adult population (Gudjonsson, 1992). T h e scale 
has also been able to discriminate successfully 
between “resisters”, i.e. those who did not con­
fess under police interrogation and “alleged 
false-confessors”, i.e. those who confessed to 
crimes they did not comm it (Gudjonsson, 1991).
Gudjonsson & Clark’s m odel (1986) views 
suggestibility as a dynamic process that is rela­
tively stable over time as it relates to cognitive 
and personality factors, but which can also be 
potentially situationally bound. T his is particu­
larly true o f  negative feedback, the im pact o f  
which is expected to vary according to the inten­
sity, quality and nature o f the feedback, in ad­
dition to the interviewee’s past experiences 
(Gudjonsson, 1992). Interrogative suggestibility 
has been found to correlate positively with fac­
tors such as anxiety (both state- and trait-), 
compliance, and social desirability; and nega­
tively with self-esteem, assertiveness, intelligence 
and memory capacity (G udjonsson, 1992).
The conditions under which a person becom es 
highly suggestible may be very com plex. T h eo­
retically, however, the more an individual pos­
sesses the identified constitutional vulnerability 
factors, and the more the situation contains the 
stressful factors conducive to suggestive 
influences, the more it is likely to produce 
suggestible responses. It is argued therefore that 
opiate users being interrogated while undergoing  
withdrawal symptoms may be particularly vul­
nerable to suggestibility.
Opiate withdrawal syndrome 
In the diagnosis o f  opiate withdrawal syndrome, 
for example in D SM IV  (APA, 1994), the objec­
tive physical signs are emphasized as the use of 
the medical term “syndrome” itself indicates. 
However, these symptoms are not entirely due to 
the action o f opiates taken. In fact, m uch dis­
comfort experienced during detoxification ap­
pears to result from non-pharm acological factors
275
Interrogative suggestibility in opiate users 1367
such as negative expectations and anxiety, rather 
than being dose-related (Senay et al, 1977). Kle- 
ber (1981) argues that psychological factors such 
as the patient’s personality, state of mind and 
expectations o f withdrawal have as great an ef­
fect on withdrawal experience as any pharmaco­
logical variables. Although Kleber’s argument 
was based on evidence from the U S opiate addict 
population, who tend to be taking on average far 
higher doses o f heroin than subjects currently 
seen in the United Kingdom, Phillips, Gossop & 
Bradley (1986) in the U nited Kingdom have 
found that opiate addicts’ expectation o f with­
drawal severity, but not the length o f reported 
opiate use, correlated with actual severity o f  
symptoms experienced.
Anxiety is the most com m only reported symp­
tom during detoxification (Janiri et ah, 1987), 
and anxiety disorders appear to occur very 
frequently in opiate users during rapid 
detoxification treatment. Phobic reactions also 
appear to be relatively comm on. Panyard & W olf 
(1974) first noted detoxification fear that was not 
proportional to the discomfort reasonably antici­
pated with gradual methadone withdrawal. 
Termed “abstinence phobia” (Hall, 1979; Hall, 
Loeb & Kushner, 1984) or “detoxification pho­
bia” (Milby, Garrett & Meredith, 1980), this 
intense pathological fear o f detoxification with 
associated avoidance and escape behaviour 
severe enough to meet D SM -III-R  (APA, 1987) 
criteria has consistently been shown to prevail in 
about 22-35%  of opiate users in treatment 
(Milby et a l ,  1986).
With such high prevalence o f various psycho­
logical disturbances and actual physical discom­
fort of withdrawal, it is perhaps not surprising 
that successful detoxification, and even more so, 
continued abstinence, is the exception rather 
than the norm even when patients meet the 
rehabilitation criteria and the treatment pro­
gramme is carefully planned (Milby et al., 1987). 
It can be argued, then, that for those opiate users 
who are suddenly and unexpectedly forced into a 
situation o f complete abstinence, with all the 
accompanying worries and stresses o f being held 
by the police, the situation may be stressful 
enough to cause highly suggestible responses.
Withdrawal syndrome as a factor influencing sug­
gestibility
Opiate withdrawal syndrome is thus associated
with pure physical discomfort such as pain, lack 
o f sleep, physical illness, etc. as well as psycho­
logical disturbances such as anxiety, fear, irrita­
bility and depression. M any opiate users also 
complain o f poor memory, and are often said to 
have poor self-esteem and to lack assertiveness. 
T he com pound o f these factors may m ean that 
opiate users suffering from acute withdrawal syn­
drome are likely to be a particularly vulnerable 
group o f individuals when interviewed and ques­
tioned by the police.
T he aim of the present study was to investigate 
this issue by comparing measures o f  interrogative 
suggestibility and vulnerability factors suggested  
by the literature in opiate dependent individuals 
during active withdrawal with a group in the 
early phase o f rehabilitating from opiate depen­
dence.
Specifically, it was hypothesized that, due to 
increased anxiety, compliance, lower self-esteem  
and other physical disturbances associated with 
opiate withdrawal syndrome, suggestibility 
would be higher during active withdrawal than 
when the person is abstinent. On the basis o f  
previous research, it was also suggested that 
higher levels o f compliance and trait-anxiety and 
lower self-esteem would be associated with in­
creased suggestibility regardless o f drug with­
drawal status.
M ethod
Subjects
Subjects actively withdrawing (D etox  group, 
n =  2V) were selected from consecutive admis­
sions to the in-patient drug treatment unit 
for a methadone detoxification programme, 
who were diagnosed as having Psychoactive 
Substance D ependence o f the O pioid Type  
(DSM -III-R: APA, 1987). Patients were
excluded from the study if they had any con­
current diagnosis requiring treatment, were 
on any other psychoactive m edication, had 
an IQ below 70, suffered from m em ory deficits 
(defined as more than two standard devi­
ations away from G udjonsson’s 1992 normal 
adult population norms o f  the Im mediate 
and Delayed Recall scores on the G SS 1), 
or had a reading age o f  less than 9 (as 
assessed by the Schonell Reading T est), as 
studies suggest that these factors could affect 
suggestibility.
O f 36 patients satisfying the inclusion criteria
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T able 1. Mean scores andT-values for control measures: Detox vs. Rehab groups (background
measures)
Detox { n - 2 \ )  
Mean (SD)
Rehab (n=  19) 
Mean (SD) T-value Prob
Age 29.5 (5.1) 31.7 (6.7) 1.21 N S
Verbal IQ 99.3 (17.2) 93.6 (10.5) 1.27 N S
Performance IQ 100.7 (14.5) 100.1 (13.7) 0.14 N S
Full-scale IQ 99.4 (15.3) 96.3 (11.0) 0.75 N S
Drug history (years) 12.3 (4.8) 15.9 (7.0) 1.78 NS
Opiate history (years) 8.3 (4.8) 10.8 (6.7) 1.27 N S
Previous treatment 2.2 (2.1) 2.3 (2.2) 0.11 N S
Polydrug usef 5.3 (1.2) 5.2 (1.6) 0.28 N S
HIV riskf 9.6 (6.5) 9.4 (7.0) 0.12 N S
Social problems 18.3 (5.6) 17.7 (3.7) 0.36 N S
Crimef 2.0 (2.2) 5.9 (3.5) 4.09 ***
Health problems 16.3 (6.2) 10.1 (6.6) 3.10
GHQ 13.7 (7.5) 7.9 (5.9) 2.67 *
* * * p < 0.001; **/)<0.01; *p< 0.05 .
fNumbers indicate scores prior to stopping opiate use; scores for these dimensions would 
otherwise be 0 (nil) for Rehab subjects at the time of the interview, reflecting the fact that 
they are in a residential rehabilitation unit.
o f opiate dependence, five were excluded due to 
concurrent drug addiction which required treat­
m ent (either alcohol or tranquillizers), three re­
fused to participate and one was excluded be 
cause o f a diagnosis o f clinical depression. O f the 
remaining 27 patients, six discharged themselves 
before completing the initial assessment (i.e. 
within 1 -2  days o f admission). On assessment, 
none o f the patients were found to have 
sufficiently low IQ , poor mem ory or low reading 
age as to necessitate exclusion from the study. 
T he remaining 21 patients (14 males and seven 
females) formed the D etox group for the current 
study.
For the group in the early stages o f rehabili­
tation from opiate dependence (Rehab group, 
n =  19), the inclusion criteria consisted o f a diag­
nosis of Psychoactive Substance Dependence of 
the Opioid Type (DSM -III-R: APA, 1987) at 
the time o f detoxifying, since which time they 
had not taken opiates or other drugs apart from 
cigarettes for at least 2 weeks, i.e. not currently 
suffering from acute withdrawal symptoms. The 
same exclusion criteria as for the D etox group 
were applied. Subjects were sought from various 
voluntary residential drug rehabilitation houses 
and an in-patient drug rehabilitation ward. All 
those satisfying the criteria were matched as far 
as possible with the D etox subjects in terms o f  
age, gender, IQ, and other drug-related dem o­
graphic variables such as number o f years of
drugs use and opiate use, number o f  previous 
treatments, number o f polydrug use and so on  
(see Table 1). N ineteen subjects (13 males and 
six females) formed the Rehab group.
M aterials
Measures used for screening and obtaining back­
ground data
Opiate Treatment Index (O TI) (Darke et al. 
1991). T his multi-dimensional questionnaire was 
designed to provide a comprehensive, standard­
ized set o f measures for the evaluation o f  opiate 
treatment in six relevant areas related to opiate 
use (drug use, HIV risk-taking behaviour, social 
functioning, crime involvement, health prob­
lems, G H Q ), as well as general demographic 
variables. For the Rehab group, crime, drug use, 
and HIV risk were determined for the period 
prior to stopping opiate use; other measures 
relate to current functioning.
Schonell Graded Word Reading Test (Schonell &  
Goodacre, 1974). This test was used in order to 
screen for reading difficulties. T h e sam e inclusion  
criteria as adopted by Gudjonsson et al. (1993) 
was used, i.e. a reading age o f  9 years and above, 
the accepted operational definition o f  literacy.
Wechsler Adult Intelligence Scale (W A IS-R ) 
(Wechsler, 1981) T his is a standardized psycho­
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metric assessment tool designed to measure an 
individual’s global intelligence. In line with the 
procedure adopted by Gudjonsson et al. (1993) 
only three subtests were administered: Vocabu­
lary and Comprehension scores were prorated 
to obtain the Verbal IQ while the Picture 
Completion score was used for the Performance 
IQ.
Experimental measures
Gudjonsson Compliance Scale (G C S) (Gudjonsson, 
1989). This is a self-report questionnaire consist­
ing o f 20 statements, to which individuals answer 
either “true” or “false” as it applies to them. 
This scale measures two factors o f  compliance, 
the first factor being uneasiness or fear o f people 
in authority and the second, avoidance o f  
conflict and confrontation, although only yield­
ing one total measure o f compliance.
Gudjonsson Suggestibility Scale (G S S  1) (Gud­
jonsson, 1983, 1984). This standardized scale was 
designed to measure suggestibility in individuals 
and is particularly applicable to legal issues, such 
as police officer’s questioning o f wimesses to 
crime and interrogation o f criminal suspects. It 
employs a narrative paragraph describing a 
fictitious robbery, which is read out to the sub­
ject. Immediately after this, the subject is asked 
to recall the story from memory (Immediate 
Recall). After a delay o f  50 minutes the subject is 
again asked to recall the story (Delayed Recall). 
This is followed by 20 specific questions about 
the story, 15 o f which are subtly misleading. 
After answering the questions, the subject is 
given negative feedback, i.e. that he or she has 
made a number o f errors and therefore that it 
is necessary to ask all the questions once more 
(irrespective o f subject’s actual performance). 
Subjects are also told to try to be more accurate 
this time. T he extent to which people give in 
to misleading questions is scored as Yield 1. 
As suggested by Gudjonsson (1987) in the 
modification o f scoring, any changes in the 
20 answers from the previous trial is the 
Shift score. Yield 1 and Shift scores are added 
together to make up the Total Suggestibility
Hudson Index of Self-Esteem (ISE) (Hudson, 
1982). This 25-item  self-report questionnaire is
one o f the eight assessment tools in the Clinical 
M easurem ent Package devised to measure vari­
ous areas o f individual functioning. Scores range 
from 0 to 100, with the suggested cut-off point 
being 30. A  score above this is considered in­
dicative o f a clinically significant problem.
Opiate Withdrawal Symptom Questionnaire 
(Division of Addictive Behaviour, S t George’s Hos­
pital Medical School: Ghodse, 1989). This is a 
18-item self-report checklist o f various with­
drawal symptoms used as part o f the extensive 
initial admission assessment procedure at St 
George’s Hospital Drug D ependency U nit. Pa­
tients are asked to report the presence/absence of 
symptoms over the last 24 hours and give an 
indication o f  their severity on a four-point scale. 
Scores can range from 0 to 54. This question­
naire has been used in various studies conducted  
at the unit although no specific data on the 
questionnaire’s reliability and validity exist.
Spielberger S tate-T rait Anxiety Inventory 
(STA I) (Spielberger, 1969). T his self-evaluation 
questionnaire consists o f two separate tests o f 20 
items each, measuring trait and state anxiety, 
respectively. Trait anxiety refers to relatively sta­
ble individual differences in anxiety-proneness, 
whereas state anxiety refers to a transitory 
emotional state o f  anxiety experienced at any 
particular given time. On each o f the 20 items, 
subjects are asked to rate the degree o f anxiety 
on a four-point scale. For both trait and state 
anxiety scales, the m aximum obtainable score is 
80.
Procedure
For both the D etox  and Rehab groups identical 
test procedures were adopted, each subject hav­
ing two 1-hour sessions on consecutive days. For 
the D etox group, patients were approached 
within the first 24 hours o f  admission to the 
in-patient detoxification ward in order to collect 
general background data. At this tim e, the first 
author explained the rationale o f  the study, ob­
tained written consent and administered the 
Opiate Treatm ent Index. Subjects were told that 
the author was investigating the general physical 
and psychological health o f  patients undergoing 
methadone detoxification. It was necessary to 
disguise the true nature o f  the study (i.e. the 
effects o f opiate withdrawal on interrogative sug-
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